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THE TREATMENT OF CHRONIC CYSTITIS IN THE MALE. 


BY H. M. CHRISTIAN, M.D., 


Clinical Professor of Genito-urinary Diseases, Medico-Chirurgical College of Philadelphia. 


Under the most favorable conditions the 
treatment of chronic cystitis is, in the 
majority of cases, accompanied by results 
far from satisfactory. The laboratory has 
evolved in recent years very conclusively 
the role played by various microdrganisms 
in the production of this affection, but un- 
fortunately the results of these investiga- 
tions have not contributed in any large part 
to the therapeutics of the disease. 

Recognizing the fact that chronic cystitis 
is not a disease per se, but merely a symp- 
tom depending upon some underlying 
pathologjcal condition for its cause, it must 
be often a matter of great chagrin to find 
the cystitis remaining persistently after the 
removal of the probable cause, such as, for 
example, the persistence of chronic cystitis 
after the operation for external urethrot- 
omy, and, what is more frequent, after pros- 
tatectomy. The writer recalls to mind in 
this connection a few very trying cases. 

Brushing aside all the confusion with 
which so many text-books have surrounded 
the subject, and regarding the matter from 
a purely clinical standpoint, the presence of 
chronic cystitis means, as a rule, one of six 
conditions—t.e., secondary to (1) stone in 
the bladder, (2) tumor of bladder, (3) 
stricture of the urethra, (4) enlarged pros- 
tate with retention, (5) tuberculosis of the 
bladder, (6) chronic cystitis occurring as a 
sequel of typhoid fever (rare) and as a 
complication of disease of the central ner- 
vous system, such as chronic myelitis, loco- 


motor ataxia, and spastic paraplegia. After 
a considerable experience and a review of 
many genito-urinary authors, the writer be- 
lieves the gonococcus is not to be reckoned 
with seriously in the production of chronic 
cystitis, as it seems to be pretty definitely 
determined that that microdrganism does 
not travel beyond the internal vesical 
sphincter in most cases. 

In a report regarding infections of the 
bladder Albarran and Halle (1908) state 
that they found the gonococcus in only ten 
out of 304 cases investigated. 

The first feature of importance in the 
treatment of the disease is the removal of 
its cause, by surgical means if possible—for 
example, the removal of a calculus, tumor, 
or the operation of internal or external 
urethrotomy for stricture of the urethra. 
As a matter of fact, by far the most cases 
of chronic cystitis that we are called upon 
to treat, excluding those dependent upon 
some organic disease of the central nervous 
system and tuberculosis of the bladder, are 
cases of enlarged prostate or contracture of 
the vesical neck (Keyes), where the patient 
has been on catheter life, where operation is 
rejected, or where operation has been per- 
formed with little or no relief so far as the 
bladder symptoms are concerned. If we 
are honest with ourselves, this last class is 
probably larger in numbers than we care to 
admit. 

Aside from whatever operative procedures 
are necessary in a given case of chronic 
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cystitis, the treatment resolves itself into 
internal, hygienic, and local. 

As regards the constitutional treatment, 
the same hygienic and sanitary precautions 
should be enjoined as for any other condi- 
tion where the patient is not well and not 
possibly ill enough to be confined to bed. 
Owing to the persistent tendency of “colon” 
infection through the rectum the bowels 
must be most carefully looked after, con- 
stipation being avoided. Above all things 
the patient must be warned against the im- 
bibing of gin, a tipple which has attained 
legendary fame as a panacea in all genito- 
urinary ailments, a reputation which is un- 
deserved to say the least. 

I have a feeling of pessimism concerning 
the value of drugs administered internally 
in chronic cystitis born of @ somewhat ex- 
tended experience. Certainly the haphazard 
way in which drugs are prescribed for this 
affection. without any regard to the state of 
the jurine can be productive of no good 
results. There is an acid cystitis and an 
alkaline cystitis. It seems to be a very 
simple proposition that the same drug 
administered internally should not answer 
alike for both conditions. 

The cystitis produced by the colon bacillus 
alone without mixed infection is an acid 
cystitis and requires internally the adminis- 
tration of alkaline diuretics, such as citrate 
and acetate of potash with infusion of 
buchu, together with the pretty free use of 
alkaline mineral waters. Where, however, 
by reason of the nature of the infection the 
urine is alkaline, or at least has a strong 
leaning toward alkalinity, the internal use 
of some one of the genito-urinary antiseptic 
remedies is indicated. Of these we might 
mention in order of their value urotropin, 
sodium salicylate, sodium benzoate, ol. 
gaultheria, ol. eucalyptus, salol, and boric 
acid. 

The writer’s favorite prescription is a 
combination in capsule form of 5 grains 
each of urotropin and salol, one four times 
daily. This capsule will be found to act 
most happily in cases in which there is 
ammoniacal urine with marked phosphatic 
deposit. 
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It is well to bear in mind in employing 
urotropin that it occasionally causes stran- 
gury an@hematuria. After all is said and 
done, the treatment of chronic cystitis by 
remedies administered internally is gener- 
ally admitted as a pretty “lame” proposition. 
Judging from the perennial industry dis- 
played by the enterprising wholesale drug- 
gist in the endeavor to place upon the 
market a drug that should prove of value in 
the treatment of chronic cystitis, it is prob- 
able that the ideal genito-urinary antiseptic 
has not been found—.e., one that through 
its elimination in the urine would inhibit the 
growth of bacteria in the urine absolutely, 
and free it from the products of ammoniacal 
decomposition, thereby reducing the fre- 
quency of urination, the amount of pus in 
the urine, and the pain experienced by the 
patient. 

By far the most important feature in the 
treatment of chronic cystitis is the local 
treatment in the shape of vesical irrigations 
with medicated fluids. It would be time 
wasted to enumerate the long list of reme- 
dies advocated from time to time, more or 
less strenuously, for this purpose. I think 
that it can be fairly stated that most sur- 
geons dealing with chronic cystitis have 
come to lean on the use of potassium per- 
manganate 1:8000, or nitrate of silver 
1:8000, preferably the latter. Following the 
custom of some of the Continental clinics, 
the writer has employed with a fair amount 
of success a combination of both of these 
drugs in solution as an irrigating fluid. The 
bladder having been emptied a soft-rubber 
catheter or a Mercier is introduced until its 
eye lies just within the bladder, the irri- 
gator having been previously filled with one 
pint of warm distilled water to which is 
added one grain of potassium permanganate 
and one grain of nitrate of silver. There is 
no chemical change in this combination, 
each drug acting apparently upon its own 
initiative. This solution is introduced 
through the catheter into the bladder until 
the viscus is comfortably distended—not 
painfully distended. The solution is allowed 
to pass out and the maneuver is repeated, 
after which half an ounce of some one of 














the silver salts is injected through the 
catheter and allowed to remain. 

The writer would like to call attention to 
the great value of the tied-in catheter prom- 
inently brought to the notice of the pro- 
fession by Guyon, the importance of which 
as a therapeutic measure has been strangely 
overlooked by so many physicians. From 
an experience in the genito-urinary wards of 
the Philadelphia General Hospital, I can 
say that this simple device has brought 
comfort, relief, and happiness to many men 
otherwise leading miserable lives. It is 
most essential in the carrying out of this 
line of treatment that the eye of the catheter 
be not introduced unnecessarily far into the 
bladder. A line of treatment. such as 
described will, if efficiently carried out, cure 
some cases of chronic cystitis, and will 
surely make all cases better. _ From time to 
time in many cases there will be noted an 
acute exacerbation with symptoms of acute 
cystitis. Under these circumstances all 
local treatment to the bladder should for 
the time being be discontinued, internal 
genito-urinary antiseptic drugs alone being 
employed. 

In cases of “prostatism” where operation 
has been rejected, or deemed ill advised, the 
writer would again urge a trial at least of 
the “catheter a demeure.” It is astonishing 
how long these catheters can be retained 
with comfort by the patient provided they 
are of a caliber adapted to the patient’s 
urethra, and provided also that the end be 
not allowed to coil upon itself in the blad- 
der. I have in mind a patient who lately 
went about the wards of the hospital for 
eighty days with a tied-in catheter. 

There remains to be considered briefly the 
extreme surgical procedure to be employed 
in obstinate cases of painful chronic cys- 
titis—t.e., the making of a permanent vesical 
fistula. If it is found necessary to resort to 
this expedient a permanent suprapubic 
fistula is by all odds the easiest accomplished 
and the easiest handled by the patient dur- 
ing his lifetime. This, of course, furnishes 
adequate drainage of the bladder and most 
excellent means for direct medication to 
the organ itself. But at the best it is a 
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most sorry compromise and one fraught 
with considerable discomfort and misery as 
far as the patient is concerned in most 
cases ; at least I have certainly found it so. 

There remains a word or two of special 
interest regarding the treatment of tuber- 
cular cystitis. This condition constitutes 
the most distressing in all genito-urinary 
surgery. The urinary frequency, the 
dysuria, and accompanying vesical tenes- 
mus, are all calculated to make the life of 
the patient utterly miserable. Local irriga- 
tions of the bladder, so useful in other 
forms of chronic cystitis, are here not toler- 
ated; in fact it is a rather crude diagnostic 
point as to a given case being tubercular in 
origin that the bladder will not tolerate 
irrigation of any kind. ; 

The hygienic treatment to be employed in 
these cases is that for tuberculosis in 
general. Caspar urges where practicable 
residence in a southern climate. Hot sitz 
baths should. be employed frequently for 
their sedative effect upon. vesical irritability. 
Internally, in addition to general tonics I 
have been in the habit of administering 5 
grains of carbonate of guaiacol three times 
daily. It seems to be of a little more 
service in this particular form of cystitis 
than any of the other urinary antiseptic 
drugs. 

Concerning local measures to be em- 
ployed, the most important fact to be borne 
in mind is that irrigation of the bladder is 
distinctly contraindicated. Local measures 
when employed at all should be in the form 
of instillation. Of all the remedies recom- 
mended for this purpose, iodoform has in 
the writer’s hands proved most beneficial. 
Twenty drops of a 20-per-cent iodoform 
emulsion in liquid albolene instilled with a 
deep urethral syringe into the bladder every 
other day has seemed to bring about some 
improvement in quite a number of cases. 
Guyon advises the instillation of bichloride 
of mercury 1:10,000, a method of treatment 
which Caspar also indorses very highly. 

In discussing any surgical procedure for 
the relief of this condition, such as opening 
the bladder and curetting the mucous mem- 
brane, it will be remembered that nearly all 
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statistics show that the kidney is involved 
primarily in nearly 50 per cent of the cases 
of tuberculosis of the bladder. Where such 
is the case it is next to useless to operate 
upon the bladder alone, leaving unnoticed a 
continual source of reinfection higher up. 
My experience with the use of therapeutic 
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tuberculin in these cases has been very 
limited, and so far as it has gone I cannot 
say that it appeals to me, possibly from the 
employment of a wrong form of serum, or 
its use in unsuitable cases, or what might 
be possible, its improper use. 


1321 Spruce STREET. 





THE TREATMENT OF CHRONIC SUPPURATION OF THE MIDDLE EAR BY THE 
GENERAL PRACTITIONER. 


BY FRANCIS R. PACKARD, M.D., 
Surgeon to the Out-patient Department for Diseases of the Nose, Throat, and Ear, of the Pennsylvania Hospital; 





Prof of Di 


The first essential in the treatment of 
chronic suppuration of the middle ear is a 
complete understanding of the conditions 
which produce it and which are associated 
with it. For this purpose a thorough ex- 
amination of the diseased area is necessary, 
and a careful consideration of the patient’s 
general condition and the circumstances in 
which he is placed. 

Chronicsuppurations of the middle ear are 
frequently the sequela of acute suppurations 
occurring in connection with grip or some 
other acute infectious condition. A very 
large number of them have their origin in 
the acute, contagious diseases, such as scar- 
let fever or diphtheria. Many cases occur 
in persons suffering from pulmonary or 
general tuberculosis. Yet another class of 
cases of prolonged aural suppuration are 
those in which the suppuration depends for 
its prolongation upon repeated reinfections 
of the middle ear, occurring either through 
the Eustachian tube or sometimes because 
of previous destruction of the membrana 
tympani, permitting direct infection through 
the external auditory canal. 

There are three main objects of treatment: 

1. To arrest the discharge. 

2. To prevent the occurrence of compli- 
cations. 

3. To restore the hearing. 

To undertake the treatment of the condi- 
tion, a thorough examination of the affected 
organ should be made. For this purpose 
the ear should be gently and thoroughly 
cleansed, using warm boracic acid solution 
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or warm normal salt solution as the cleans- 
ing agent. The safest syringe in the hands 
of those who do not make aural work a 
distinct specialty is the little rubber ball 
syringe, with the elongated rubber tip. In 
its use great care should be taken to fill the 
bulb with the solution as much as possible, 
and afterward to expel the air from the 
syringe by squeezing the bulb with the point 
held upward. After washing out the con- 
tents of the external auditory canal and the 
middle ear, we proceed to dry the parts 
carefully by using absorbent cotton on an 
applicator. If during the use of the 
syringe the patient should complain of dizzi- 
ness, we should stop at once. Patients fre- 
quently have alarming syncopal attacks if 
this premonitory symptom is disregarded. 
If the discharge is thick, with a tendency to 
crusting or caking, so that gentle douching 
will not thoroughly cleanse the ear, it should 
be softened by the use of peroxide of hy- 
drogen applied with a cotton pledget on an 
applicator. The hydrogen peroxide should 
be used full strength and not warm, as heat- 
ing deprives it of much of its valuable 
properties. 

After having dried the fluid out of the 
canal, an effort should be made to examine 
the condition of the middle ear and drum by 
means of a speculum and reflected light. It 
is only in this way that we can ascertain the 
presence or absence of certain factors which 
most materially affect our treatment and 
prognosis. Thus the size and location of 
the perforation are of the utmost import- 
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ance. If the perforation is low down in the 
drum and large, the drainage of the middle 
ear will be facilitated and the prospects 
accordingly brighter. Small pin-point per- 
forations, or perforations located high up 
in the anterior segment of the drum, in the 
portion known as Shrapnell’s membrane, are 
generally indicative of poor drainage and 
correspondingly prolonged  suppuration. 
Through the speculum we are also able to 
ascertain whether the ossicles are present or 
whether they have become necrosed, or 
possibly have been entirely destroyed. We 
also can explore through it for the presence 
of granulations or polypi. 

Many cases of chronic suppurative otitis 
media will yield to simple cleansing treat- 
ment, if it is properly and thoroughly carried 
out. To do this, the ear should be cleansed 
once daily, at least, in the manner described 
above, using warm normal salt solution or 
saturated solution of boracic acid injected 
with a small rubber ball syringe, and if 
there are crusts or much caking of the 
discharge, softening the accumulation with 
peroxide of hydrogen on a pledget of cotton 
on an applicator. After cleansing, the ear 
must be thoroughly dried, the drying being 
performed with cotton-wound applicators 
through a speculum. In drying an ear, the 
pledget of cotton should not be used to 
“wipe” the canal walls or exposed portions 
of the middle ear, but the cotton must be 
introduced gently and allowed to soak up 
the moisture. Care must be taken that the 
point of the applicator is completely covered 
by the cotton before its introduction into the 
canal. After drying the ear, a very small 
amount of finely powdered boracic acid may 
be dustéd in with an insufflator. Great 
care should be exercised in using any dust- 
ing powder in the ear that so much is not 
blown in as to interfere with drainage. A 
little cotton should be placed in the external 
auditory meatus to absorb the discharge. 
It should be changed as soon as it becomes 
soaked. If this is not done, the canal fre- 
quently becomes much inflamed from the 
irritant effect of the discharge. If there 
are granulations present in the middle ear 
or in the canal, after the ear has been 
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cleansed, we should apply a strong solution 
of silver nitrate, gr. xxx or gr. Ix to the 
fluidounce, to them. The solution should 
be applied on a cotton pledget, through a 
speculum, and any excess of it carefully 
dried away, as otherwise a very disagreeable 
black stain will be produced around the 
external auditory meatus. Nitrate of silver 
in a strong solution is not only an astrin- 
gent, but also antiseptic and analgesic. It 
often causes a temporary increase in the 
amount of discharge, but this generally lasts 
only a few hours, and is followed by a 
permanent diminution in its quantity. If 
the silver nitrate solution does not prove 
efficacious, we may try in its stead appli- 
cations of zinc sulphate, gr. x to the 
fluidounce, or cupric sulphate, gr. v to the 
ounce. 

If, after some weeks, the treatment out- 
lined above has not checked the discharge, 
we should try the instillation of alcohol. 
The ear should first be thoroughly cleansed 
and dried, after which alcohol is instilled 
through a speculum, the canal being filled 
and the patient instructed to incline the head 
in such a way as to allow it to remain in the 
ear for some minutes, after which the ear is 
dried out, and a little powdered boracic acid 
dusted in. As the instillation of the alcohol 
on the inflamed area is apt to produce pain, 
we should start with a weak solution, about 
50 per cent, and at the next treatment in- 
crease it a little. After a few treatments 
the patient will, as a rule, manifest a marked 
tolerance, so much so that it is generally 
possible to instil pure U. S. P. alcohol at the 
third or fourth treatment. The instillation 
treatment should be practiced every other 
day, the ear being merely cleansed and dried 
on the alternate days. 

Should the discharge be not too profuse 
or fetid, a form of treatment which often 
proves most useful in the so-called “dry 
treatment.” This is pursued by refraining 
from the use of any solution of any kind in 
the ear, the cleansing being performed by 
means of dry pledgets of cotton on appli- 
cators. After this a wick of gauze is in- 
serted through the canal. The wick is 
renewed as soon as it becomes saturated 
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with pus, or if there is any pain resulting 
from its pressure. In some cases the thor- 
ough cleansing of a suppurating middle ear 
can be effectively aided by the judicious use 
of inflation of the middle ear through the 
Eustachian tube with a Politzer bag. This 
procedure is not unattended with risk, as 
some of the discharge may be . forced 
through the aditus ad antrum into the mas- 
toid process. It should never be done until 
the ear has first been cleansed as thoroughly 
as possible through the external auditory 
canal, and carefully dried. 

There are several minor operative pro- 
cedures which may prove not only of great 
use, but absolutely necessary for the satis- 
factory management of chronic suppurative 
otitis media. If the perforation is too 
small, or located too high up in the mem- 
brana tympani to permit the proper draining 
of the pus from the middle ear, it should be 
enlarged. The stagnation which results 
from imperfect drainage not only keeps up 
the discharge, but greatly increases the dan- 
ger of infection of the mastoid. The per- 
foration can be easily enlarged by using a 
small ear knife, through a speculum, with 
good illumination. The old-fashioned 
spear-pointed paracentesis knife is of no 
use for this purpose, as the drum must be 
regularly incised and not merely pierced. 

Whenever these cases show a tendency to 
the formation of granulations, we are apt 
to find polypi, which may be regarded as 
merely overgrown or edematous granula- 
tions. Polypi occasionally become quite 
hard and fibrous, and they are frequently 
very vascular. Whenever the discharge, in 
the course of a chronic suppurative otitis 
media, becomes bloody, we should be sus- 
picious that polypi have formed in the ear. 
Although not absolutely pathognomonic, 
they are frequently seen in association with 
necrosis of bone, and their presence should 
always lead us to explore carefully for dead 
bone in the diseased area. 

The simplest and safest method for the 
removal of aural polypi is the cold wire 
snare. It should only be used through a 
speculum under perfect illumination. The 
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use of the snare is apt to be accompanied by 
pain, unless in skilled hands. The ear 
should be cocainized with a 5- or 10-per- 
cent solution of cocaine, instilled into the 


- canal and allowed to soak into the affected 


area for five or ten minutes, the patient 
keeping the head inclined to the opposite 
side so that it will not run out. We should 
use as fine and soft a wire as possible, as a 
stiff wire is not only hard to loop around 
the polypus, but also causes pain by its con- 
tact with the tissues. When the base of 
the polyp can be seen after its removal, it 
should be touched with a drachm to the 
ounce of nitrate of silver. Quite often 
after the removal of polypi the discharge 
will entirely cease. Should this not be the 
case, it will be necessary to seek further for 
the cause. Many cases of suppuration of 
the middle ear, especially jn children, are 
maintained by the presence of adenoid 
growths in the nasopharynx. Sometimes 
enlarged and diseased tonsils interfere with 
the ventilation of the Eustachian tubes and 
constitute a focus of infection and re-infec- 
tion through the tubes, and this keeps up 
the suppurative aural condition. Of course, 
should an adenoid growth be present in the 
nasopharynx, or should the tonsils be dis- 
eased, they should be removed. 

If the measures above recounted fail to 
check a chronic suppurative otitis media, we 
may be quite sure that the source of the 
trouble will be found in the presence of 
necrosed bone, either in the walls of the 
middle ear or in the antrum or cells of the 
mastoid process. The only permanent relief 
for the condition under such circumstances 
will be found in the performance of a 
radical operation for the removal of the 
necrosed bone. The operation most fre- 
quently performed for this purpose is that 
known as the Stacke, and is, of course, to be 
classed among the major surgical pro- 
cedures, and only undertaken by a thor- 
oughly qualified surgeon. Even in cases in 
which the patient is the subject of a general 
diathesis, such as tuberculosis, the radical 
operation will in many instances afford a 
complete and permanent cure. : 











THE DOSAGE OF GONOCOCCIC VACCINE, AND THE REMEDIAL MEASURES 
TO BE USED WITH IT.! 


BY DR. W. R. JAMIESON, TORREON, MEXICO. 


There are two methods by which the 
dosage of the vaccines may be controlled: 
(1) by the somewhat complicated process 
of determining the opsonic index, and (2) 
by the clinical symptoms. While the former 
is the method of scientific accuracy, the 
large majority of practitioners have neither 
the time, inclination, nor laboratory equip- 
ment and training necessary to perform it. 

True it is that no two men, either sound 
or infected, will respond to the same dose 
of vaccine in the same manner; nor will the 
same dose affect in a like manner the lightly 
infected and the acutely infected. 

Then again there are the differences pro- 
duced by a single injection and a series of 
injections. Of this, Wright (Practitioner, 
May, 1908) says: “The difference here is 
insuperable, owing to the circumstance that, 
either as a result of the patient’s personal 
factor, or as a result of the special features 
of his infection, the point at which he fails 
to respond to small immunizing stimuli and 
the point at which he tolerates and responds 
to larger immunizing stimuli is reached in 
the one case earlier and in the other case 
later.” 

But can we always be sure that the clin- 
ical symptoms will be enough in evidence to 
guide our administration of the vaccine? 
As this article is upon the subject of gonor- 
rhea and its cure, I shall confine myself to 
its symptomatology. 

Gonorrhea begins as a strictly localized 
infection, and in the majority of cases re- 
mains so. In all localized infections the 
following divisions can be made: 

1. Those in which every change of con- 
dition can be seen or learned of. 

2. Those in which the conditions are un- 
favorable to the observance of changes. 

3. Acute febrile cases. 

4. Those in which all local and general 
symptoms are in abeyance. 





1Read before the fifth annual meeting of the Interna- 
tional Medical Association of Mexico, Aguascalientes, 
Ags., Jan. 24 to 27, 1910. 
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Nearly all the gonorrheal infections come 
under the first heading. A few cases with 
marked infection may be placed under the 
third caption, and a very few come under 
the fourth. 

Discharge, burning sensation on micturi- 
tion, sometimes pain and tenderness, fre- 
quency of urination, etc., are the classic 
symptoms of gonorrhea in its acute form. 
When the prostate, bladder, seminal vesicles, 
epididymis, testicle, or kidney is infected, 
these symptoms are more or less present, 
and in addition local processes in the parts 
attacked. The infection of the epididymis 
and testicle is easily appreciated; the con- 
dition of the prostate and seminal vesicles 
can be fairly well determined by rectal 
examination ; while the catheterizing cysto- 
scope reveals the state of the bladder, and 
brings the urine from the pelves of the 
kidneys uncontaminated by any infection 
which may be present in the bladder. 

The history of general infection, recent or 
remote, the swollen joint or joints, the pain, 
temperature, general malaise, etc., form a 
clinical picture of gonorrheal rheumatism 
that is hard to mistake. In the chronic 
conditions these symptoms are not so pro- 
nounced, but with the history and a careful 
examination of the patient and the dis- 
charges obtained from the centrifugaliza- 
tion and examination of the urine and the 
massage of the prostate and seminal vesicles, 
sufficient evidence will be obtained to justify 
the diagnosis of chronic gonorrhea. 

Given these conditions, let us see if we 
can arrive at an approximate control of the 
dosage of gonococcic vaccine, and the inter- 
vals between doses. When gonococcic vac- 
cine first appeared on the market it was put 
up (at least all that I have seen) in vials 
containing one cubic centimeter, which held 
in suspension approximately 50,000,000 
killed cocci. If a census of the practitioners 
who used it at that time could be taken, I 
venture to say that every one of them 
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concluded that the contents of one vial was 
the dose to be given in every case. This 
will account for the bad results which were 
obtained. To administer vaccine in any 
case the dose must be determined in such a 
way that there is either a short and slight 
negative phase followed by a positive phase, 
or a positive phase only. A moderate dose 
given in a chronic case will produce these 
conditions, and keep up the positive phase 
produced for from five to ten days. 

A small dose given an acute case will 
have the same effect, but the period of 
response to the stimulus will be much 
shorter. Reversing these conditions we 
give a small dose to the chronic case and the 
moderate dose to the acute case, and the 
result will be that we reap no benefit in the 
first instance, and probably do harm in the 
second, as will be evidenced by the rise in 
temperature, general malaise, and aggrava- 
tion of the local symptoms. Therefore, 
where there has been an exacerbation of the 
disease after the administration of vaccine 
the dose has been too large. On the other 
hand, if there is improvement for a day or 
so and then relapse, or no improvement at 
all, the dose has been too small. 

In the acute cases of the series which I 
reported at the last meeting of this associa- 
tion I gave to all alike an initial dose of 
50,000,000, no matter what stage of the 
disease was present. In very acute cases a 
sharp negative phase appeared in from two 
to six hours after the injection and con- 
tinued from three or four to, in one case, 
forty-eight hours. In the chronic cases the 
same dose was used, but the negative phase, 
if present, was not pronounced enough to 
be noticed by the patient. The intervals 
between doses in this series of cases were 
in the acute from four to five days, and in 
the chronic from five to seven days. The 
results in the acute cases were decidedly the 
reverse of what I expected at the time, but 
looking at the matter in the light of further 
knowledge I am not surprised. At this 
time I wrote to about twenty men who were 
using the vaccine, asking their opinions as 
to its efficacy and their method of using it. 
On the advice of Ballenger, of Atlanta, I 
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began to use much smaller doses at shorter 
intervals, giving in acute cases 5,000,000 to 
15,000,000 at intervals of two to four days, 
according to the stage and severity of the 
disease, gradually increasing the dose as the 
symptoms abated, and taking pains to avoid, 
as far as possible, the production of a too- 
pronounced negative phase. The chronic 
cases received an initial dose of 25,000,000 
to 50,000,000, repeated in five to eight days. 

Hartwell (Annals of Surgery, November, 
1909) reviews 51 cases of gonorrheal rheu- 
matism treated by him in the Massachusetts 
General Hospital. The initial dose in the 
acute cases was from 10,000,000 to 25,000,- 
000, repeated in from two to four days, and 
in the chronic cases from 500,000,000 to 
600,000,000, repeated every five to seven 
days. The urethral discharge received local 
treatment ; and he observed no improvement 
in the condition of the canal unless this was 
done. The urethral cultures usually showed 
staphylococci, but the joints gave a pure 
culture of gonococci. Eighty-six per cent 
of the cases were of the polyarticular type. 
He thinks that there was not much immunity 
produced by the first injections, as in several 
cases seen early joints apparently uninvolved 
became acutely inflamed after three to five 
injections had been given. He thinks the 
dose may have been too large, but says there 
were no toxic symptoms. In his opinion 
the vaccine diminishes pain and promotes 
resolution. 

This statement I can bear out by citing 
one case of epididymitis, as follows: 

Mexican, aged twenty-three, married, 
clerk, came to me on October 4, 1909, com- 
plaining of swelling of the left epididymis 
and testicle. He had contracted a gonorrhea 
in 1906, which lasted for two months. It 
again appeared four or five months after- 
ward, but only lasted a short time. Since 
then he has had a slight discharge from time 
to time. 

Examination showed the left testicle and 
epididymis to be swollen to the size of a 
small orange, tender, and very painful. The 
pain and tenderness extended up the cord 
as far as the internal ring. Temperature 
102°. 
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Having no vaccine at hand I painted the 
scrotum with guaiacol, supported the tes- 
ticle, and ordered a purge and rest in bed. 
Two days later he came back saying that the 
pain was not relieved and that the swelling 
was increased. I gave him 15,000,000 of 
vaccine. On the 8th the pain was less, the 
temperature normal, and he felt better gen- 
erally. Injected 25,000,000. On the 10th 
he received 50,000,000. Two days later he 
reported that the pain was entirely gone and 
the swelling was reduced by one-half. Fifty 
millions more was given, and on the 18th, 
when I saw him again, the testicle was 
normal, there was no induration of the 
epididymis, nor pain nor tenderness on 
handling. There was no discharge from 
the meatus. The first urine was clear and 
contained one small mucoid thread; the 
second was entirely clear. 

The striking points of this case are: (1) 
Absence of pain at the site of the injection. 
(2) Rapid diminution and disappearance of 
the pain in epididymis, testicle, and cord. 
(3) Rapid resolution. (4) Rapid fall in 
temperature. Pain at the site of the injec- 
tion I have found in every case in which the 
dose was too large, and, moreover, it seemed 
to be in direct ratio to the toxicity of the 
dose. In other words, the more pro- 
nounced the negative phase, the greater the 
pain at the site of injection. If the dose is 
too large it is sometimes followed by in- 
crease of pain in the affected part and eleva- 
tion of temperature. Excessive intoxica- 
tion may cause a fall in temperature, and a 
rise may follow the immunizing process. 

Ravogli (Lancet-Clinic, May, 1908) re- 
ports a case of arthritis which received an 
initial dose of 20,000,000. An hour later 
the temperature rose from 99° to 100.4°. 
The urethral discharge was increased. Four 
days later the injection was repeated, but 
the reaction was- less. Three days later 
another was given with scarcely any reac- 
tion. In another case of arthritis with 
marked anteroposterior urethritis the pri- 
mary injection caused a rise from normal to 
101.2°, while a second injection three days 
later elevated the temperature to 100.4°. 
The arthritis entirely disappeared, but the 


313 


urethritis remained, although much dim- 
inished in quantity and quality. 

Eyre (Lancet, July 10, 1909) says that in 
acute gonorrhea the vaccine is markedly 
toxic and exerts a profound influence over 
the disease, and that small doses frequently 
repeated are more effective than large doses 
at longer intervals. Small doses serve the 
double purpose of raising and steadying the 
opsonic index. A steady index just above 
normal is found to be the most favorable 
condition for rapid recovery. In the 
chronic cases he advocates small and gradu- 
ally increasing doses at frequent intervals, 
as he contends that the use of large doses is 
even more dangerous than in acute cases, 
and may be followed by disastrous results, 

From my experience I think that large 
doses do harm, particularly in the acute 
forms of the disease. In the chronic forms 
I have never had to use more than 50,000,000 
at a time. Several cases of acute gonor- 
rhea which received initial injections of 
50,000,000 displayed reactions in which the 
temperature rose, and there were general 
malaise, headache, and muscular pains. In 
one case these symptoms were sufficient to 
keep the patient in bed for two days. 

Many observers have given the vaccine a 
trial by employing it alone in the cases they 
have treated. These men have given dis- 
couraging, or at least lukewarm, reports of 
its efficacy. They did not use other 
measures which would tend to bring the 
antibacterial properties of the blood serum 
in contact with the infected tissues. 

To thoroughly understand why the phago- 
cytes and antibacterial substances should be 
brought into intimate relation with the in- 
fected point, it is essential that the process 
of inflammation as expounded by Metchni- 
koff and amplified by Wright and Douglas 
should be thoroughly understood. 

According to the former any bacterial or 
other foreign invasion of the tissues was 
followed by a determination of white cor- 
puscles to the point of entry, together with 
a transudation of serum, and in this 
emigration and transudation was the whole 
import of inflammation. The latter showed 
that when the leucocytes were unaided by 
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the blood serum they were comparatively 
impotent. Therefore, the process of inflam- 
mation is made up of the emigration of 
leucocytes and a transudation of serum 
carrying various substances having a dele- 
terious effect on the bacteria and a stimu- 
lating one on the leucocytes. 

But in every infected point the effective 
access of phagocytes and bacteriotrophic 
substances to the infecting agent is hindered 
by any one of the following causes: 

(a) Deficient circulation to the part. 

(b) Hypercoagulability of the blood. 

(c) Excessive accumulation of fluid, pre- 
venting phagocytes from reaching the bac- 
teria. 

(d) Congestion of the tissues with leuco- 
cytes and coagulated lymph, constituting a 
mechanical hindrance. 

(e) Stagnation of the lymph at focus of 
infection, leading to the gradual reduction 
in potency of the antibacterial substances, 
thus rendering the phagocytes ineffective 
and causing an accumulation of bacterial 
toxins and tryptic ferments, which paralyze 
them. 

Taking these facts into account, it is easy 
to see that, unless the circulation to the 
infected part is free, the reénforcements 
which have been brought to the bactericidal 
powers of the blood will be of no avail on 
account of their inability to reach the in- 
fected area. 

To eliminate as far as possible these hin- 
drances the infected part must be drained. 
In acute urethritis this can be accomplished 
by irrigation with warm sterile water, weak 
permanganate solution (1:20,000), or with 
the following solution, which Wright says 
diminishes the coagulability of the blood: 

Common salt, 1% to 4 parts; 
Sodii citrat., 1 part; 
Water, 100 parts. 

After the discharge has ceased and there 
remain the gonorrheal threads as shown by 
the two- or three-glass test, irrigations with 
solution of silver nitrate (1:20,000) may be 
employed. 

If the disease implicates the posterior 
urethra, prostate, seminal vesicles, bladder, 
kidneys, testis, or epididymis, the first es- 
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sential is rest in bed. A free purging with 
calomel and salts should be given. Hot ap- 
plications to the parts by means of sitz 
baths, rectal injections, psychrophore, etc., 
are in order. 

In chronic affections of the urethra mas- 
saging of the canal over a sound or with a 
Kollmann dilator to empty the glands in 
the floor of the urethra should be per- 
formed once or twice a week, and followed 
by irrigations of weak silver nitrate solu- 
tion, or by instillations or applications of 
the same substance applied by means of an 
endoscope, Keyes-Ultzmann or Guyon 
syringe. Massage of the prostate and 
stripping of the seminal vesicles should be 
done in chronic infections of these struc- 
tures two or three times a week, and fol- 
lowed by instillations of silver nitrate as 
above. 

In all cases of urethritis and its compli- 
cations, acute or chronic, the patient’s gen- 
eral health is to be carefully attended to; 
the bowels regulated; anemia, if present, 
combated with ferruginous tonics; and reg- 
ular hours insisted upon. Sexual inter- 
course is to be absolutely prohibited. If 
the patient is a married man open confes- 
sion is best for his peace of mind and the 
health of his wife. Alcohol in every form 
is tabooed; tea and coffee may be taken 
after the acute symptoms have disappeared, 
but only in small quantities and well di- 
luted. The diet should be simple and easily 
digestible. He should take plenty of water, 
as this causes free micturition, which in 
turn helps in the drainage of the infected 
parts, by cleansing the urethra of accumu- 
lated pus. 

Gonorrheal rheumatism with effusion is 
best treated by rest in bed, free purging, 
and, if necessary, aspiration or incision 
and evacuation of the fluid collected in the 
joint. : 

All these remedial measures may be used 
in their respective applications in combina- 
tion with the intelligent injection of vac- 
cine. One point in the administration of 
vaccine should be insisted upon, viz., rest 
after the injection. Harris (Practitioner, 
May, 1908) says that the injection of vac- 
































cines direct into the blood current induces 
a sharp negative phase; also, that greater 
quantities of immune substances are 
formed when the vaccine is injected into 
subcutaneous tissue, where it can be ab- 
sorbed by the lymphatics and gradually 
dumped into the blood stream. After in- 
jection the patient should lie down, or if 
that is impossible, should refrain from ac- 
tive exercise for an hour or so. 

Wright gives as the dose of gonococcic 
vaccine five to fifty millions, but, of course, 
this is not arbitrary. The dose must be 
regulated according to the symptoms, and 
such amounts used as are indicated by 
them. A good working rule is to make the 
initial dose in indirect ratio to the severity 
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of the symptoms. In other words, the more 
acute the infection the smaller the dose and 
the shorter the intervals between doses. 

In conclusion, do not think that one or 
two injections of vaccine will cure the dis- 
ease. The time of cure under this treat- 
ment is not greatly shortened, but the cer- 
tainty of a radical cure is the reward of the 
practitioner who persists. 

Don’t forget to examine the prostate in 
every case of chronic urethritis. Casper 
found that, in one hundred cases, 85 per 
cent had inflammation of the prostate, and 
Zeissel of Vienna is of the opinion .that 
prostatitis is an almost invariable accompa- 
niment of protracted gonorrhea. 


AVENIDA JUAREZ, 1430. 





THE PRACTICAL UTILITY OF THE CYSTOSCOPE FOR THE GENERAL PRAC- 
TITIONER—DIFFICULTIES ENCOUNTERED IN ITS USE. 


BY B. A. THOMAS, A.M., M.D., 


Assistant Instructor in Surgery in the University of Pennsylvania; Assistant Surgeon in the Out-patient Department 
of the University Hospital, Philadelphia. 


The degree of the applicability of the cyst- 
oscope to the uses of the general practi- 
tioner of medicine is a problem to-day im- 
possible of solution. It is extremely doubt- 
ful if the average busy doctor will ever ac- 
quire sufficient technique and experience 
from his own practice to make his findings 
and observations with the cystoscope de- 
pendable; or that he will have the time and 
inclination aside from the demands of his 
daily routine to engage irregularly in a 
practice which, for the attainment of the 
best results, must be classed as one of, 
not the refinement of, present-day urologi- 
cal diagnosis. On the other hand, it is 
problematical whether the majority of gen- 
eral practitioners, particularly at the outset 
of their careers, will find it expedient or, in 
fact, be able to afford the expense entailed 
of adding a complete cystoscopic outfit to 
their armamentarium. Indeed, the questions 
arise: Would it be justifiable for the recent 
medical graduate with little or no experi- 
ence to practice cystoscopy upon his pa- 
tients? Would he not only be doing his 
trusting patients but himself an irreparable 





harm? Would he probably not accomplish 
as good or even better results by recourse to 
a close, intelligent study of the history, 
clinical signs, and symptoms of his case, 
supplemented by the time-honored, but not 
always time-worn, vesical searcher? The 
greatest evil of modern medicine is to rele- 
gate the entire situation for solution to 
some pathognomonic test, habitually disre- 
garding the pedestals of diagnosis, a care- 
ful and complete history, and the thorough 
physical examination of the case. It is a 
fact that the cystoscopist is not only en- 
titled but it becomes his duty to know the 
history and physical condition of his pa- 
tient before making a diagnosis, even as the 
pathologist demands the anamnesis and a 
knowledge of the site from which the sec- 
tion was taken before rendering his opinion. 
If, then, obscurity still shrouds his case, 
would not benefit and credit accrue to both 
patient and doctor respectively if he re- 
ferred his charge to specializing experi- 
enced hands instead of indulging in experi- 
mentation? 

There are at present in some of our lead- 
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ing medical schools elective courses offered, 
wherein progressive students (25 per cent 
of the graduating class) receive fundamen- 
tal instruction in endoscopy, supplemented 
by practice on the manikin and actual man- 
ipulation of patients. In the hands of such 
men, more or less qualified in endovesical 
examination, I do not believe the simple 
cystoscope more dangerous than repeated 
examinations by vesical sounds and search- 
ers. Assuredly, the revelations of the for- 
mer vastly outweigh those of the latter 
method of examination. The modern most 
approved type of cystoscope is little if any 
more difficult of introduction into the blad- 
der than the common steel sound. The pos- 
sibility of infection is no greater than with 
the searcher. The danger of burning the 
mucosa, using the modern “cold” lamps, is 
nil. The advantage of differential diagno- 
sis between intravesical conditions is incom- 
parable. Relative to differentiation be- 
tween renal, ureteral, and vesical condi- 
tions, the slightly experienced cystoscopist 
will bear in mind that by the use of the 
simple cystoscope he will be able to locate 
in the bladder, or anterior to it, 75 per cent 
of all the lesions productive of urological 
symptoms. If, as is quite plausible, using 
such an instrument, even in the hands of 
the general practitioner, an injection of in- 
digocarmin is made into the glutei muscles, 
the realm of functional kidney diagnosis 
may be boldly trespassed. 

Within the above noted limitations the 
cystoscope should prove no more danger- 
ous in the hands of the average more or 
less trained practitioner than the uterine 
curette. Should the case present diagnos- 
tic difficulties, or ureteral catheterization be 
indicated, the physician in charge should 
either summon an experienced consultant 
or transfer the case to an urological expert. 

There was a time, not many years since, 
when the use of even the simple examining 
cystoscope was, by force of circumstance, 
restricted to a few isolated individuals, for 
the most part in our larger cities. Without 
exception, cystoscopes were foreign-made 
instruments whose cost nullified their ex- 
tensive use; moreover, the renewal or re- 


pair of parts susceptible to injury required 
an indefinite period and the suspension of 
work during the interval. To-day, condi- 
tions are quite the reverse. Now the cyst- 
oscopist can obtain well-executed instru- 
ments of the highest type from home man- 
ufacturers at greatly reduced cost. It is 
quite possible for the general practitioner 
so inclined, at present, to equip himself 
with a cystoscope at a cost not exceeding 
$30. With the aid of this instrument and 
with little more care than is obligatory with 
the use of a searcher, with greater satisfac- 
tion to himself and without harm to his pa- 
tient, he may be enabled to differentiate 
more intelligently between kidney or ureter 
and bladder disease, between intravesical 
conditions, as cystitis, tumor, calculus, for- 
eign body, etc., and incidentally variable 
hypertrophy of the prostate. 

Supplementary to the simple examination 
of the bladder, and easily within the limits 
of possibility, he can employ chromouretero- 
scopy. Herein lies the simplest and most 
valuable, because it is the most practical, test 
for determining the function of one or both 
kidneys. Unfortunately, it is not always 
dependable, but it may be stated that no 
functional renal test or association of tests 
is infallible. Diagnoses too late for cure 
have ever furnished the cause for peren- 
nial regret by the surgeon. May we not 
hope that by the careful employment of the 
cystoscope on the part of the general prac- 
titioner earlier diagnoscs will be possible, 
the field of urological surgery broadened, 
and more lives be rescued? 

On the other hand, the indiscriminate, 
wanton, or careless employment of any 
urethral or intravesical instrument, cysto- 
scope or what not, is to be strenuously dis- 
couraged and forcibly condemned. It is, 
therefore, with no little trepidation that I 
would encourage the limited use of the cyst- 
oscope, even guardedly, by the average doc- 
tor. Nevertheless, there are already a num- 
ber of general practitioners indulging in the 
use of this commonly-styled urological toy, 
and it is for them and others likewise in- 
clined to be progressive that I submit the 
following injunctions: 





























1. Refrain from cystoscopy in cases of 
acute gonorrheal epididymitis; acute gon- 
orrheal cystitis; tuberculosis of the blad- 
der; tuberculous seminal vesiculitis and 
prostatitis; marked enlargement of the 
prostate, on account of the possibility of 
making a false passage; urethral strictures, 
until they have been treated; and in the 
cases of children. 

2. Avoid urethral fever and infection by 
the administration of a urinary antiseptic, 
two or three days or preferably a week 
prior to and subsequent to the cystoscopy. 

3. Have the patient prepared for general 
anesthesia, even though it will be unneces- 
sary in 90 per cent of cases. Patients 
requiring general anesthesia are usually 
neurotic individuals and unmarried females. 
Women commonly require no anesthesia, 
even locally. For men the instillation of a 
quarter to half an ounce of sterile 10-per- 
cent b-eucaine lactate into the posterior ure- 
thra and vesical neck will usually be ade- 
quate. 

4. If the examination is to be made in 
the afternoon, six ounces of fluid, as milk, 
and a roll may be allowed for breakfast. 
The patient should be prohibited from even 
a drink of water for three hours previous 
to cystoscopy. This is particularly of im- 
portance in chromoureteroscopy, if the 
functional sufficiency of the kidneys would 
be tested. This test is best performed by 
injecting 20 Cc. of a  0.4-per-cent 
solution of indigocarmin intramuscularly 
into the glutei. By close observation of the 
ureteral orifices alternately, the earliest on- 
set, also intensity of color (dark or light 
blue), is noted. The elimination in the case 
of normal kidneys and patulous ureters will 
normally occur in five to twenty minutes 
after injection. If the excretion of the dye 
does not take place in twenty minutes, seri- 
ous disease may be suspected. If at the 
end of a half-hour the elimination is still 
delayed, grave surgical disease of the re- 
spective kidney or ureter is certain. The 
test is probably of little value in nephritis, 
and at present no deduction can be drawn 
in this disease. 

5. The ideal position of the patient is 
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supine, with the thighs separated, but in 
the same plane with the trunk. The knees 
should be flexed at right angles and the 
feet comfortably supported. 

6. It is extremely essential that the blad- 
der be irrigated with warm (or in the pres- 
ence of marked hematuria, cold) boric acid 
or other mildly antiseptic solution, until the 
returned fluid is absolutely clear, demon- 
strated by collection in a clean glass and 
held up to the light. This may take one 
minute or one hour, but its neglect may 
render cystoscopy not only unsatisfactory 
but impossible. The necessity of the strict- 
est asepsis is obvious. 

?. The cystoscope used may be either the 
direct vision of the Brenner-Brown type, 
or the indirect vision of the Nitze type. 
Each cystoscopist will have the greatest sat- 
isfaction with that style with which he is 
most familiar. Either air or water may be 
used to distend the bladder for vision. I 
am an advocate of the indirect vision water- 
distention cystoscopy, and I believe that the 
majority of urologists prefer this method, 
particularly for simple endovescial exami- 
nation. The particularly commendable and 
most useful instrument for purposes of 
simple cystoscopy I consider to be the so- 
called evacuation cystoscope—that is, one 
which can be immediately introduced fol- 
lowing urethral anesthetization, and con- 
sists of an outer sheath, from which the 
lens and prism-bearing obturator can be 
withdrawn. This procedure will permit of 
free evacuation and irrigation of the blad- 
der through the outer sheath, a veritable 
Bigelow evacuator. Such a contrivance, as 
will be seen, reduces the amount of instru- 
mentation, dispensing with the usual intro- 
duction of a catheter for purposes of irri- 
gation. Moreover, with such a cystoscope 
it is possible to irrigate, evacuate, and refill 
the bladder quickly in advanced cases of 
hematuria and pyuria and obtain a view be- 
fore the fluid content has an opportunity 
to become clouded. I am positive that I 
have cystoscoped patients with this instru- 
ment which otherwise would have been im- 
possible. 

8. Depend upon a good dry-cell battery 
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for the electrical current, and always test 
the cystoscope lamp before the introduction 
of the instrument. The proper amperage 
is that which will produce an incandescence 
of the light sufficient to totally obscure the 
wire loop within the lamp. 

9. Unless vesical discomfort is produced, 
inject into the male bladder 150 Cc. of the 
distending fluid; into the fernale bladder 
200 Cc. This amount will frequently have 
to be decreased or increased, depending 
upon the pathological condition of the blad- 
der present. 

10. Examine the entire bladder sys- 
tematically, manipulating the scope with 
the utmost gentleness, at the same time en- 
deavoring by conversation to engage the pa- 
tient’s mind upon some extraneous topic. 

11. Secure muscular relaxation, espe- 
cially abdominal, by oral respiration. 


116 SoutTH 19TH STREET, PHILADELPHIA, 





TREATMENT BY CONTINUOUS ANTI- 
SEPTIC INHALATIONS OF INCIPIENT 
PULMONARY TUBERCULOSIS. 

LEEs contributes to the Proceedings of 
the Royal Medical Society for December, 
1909, a paper on this topic. He thinks that 
if a treatment by inhalation of antiseptics 
is to be really effective, three conditions 
are essential ¢ 

1. It must be continuous and constantly 
in operation during the whole of the 
twenty-four hours, except at meal-times. 

2. The inhaler employed must be light 
and capable of being worn both in the 
daytime and during sleep; it must not 
hinder respiration, and it should be cheap. 

3. The solution employed should be as 
strong as possible, and it may with advan- 
tage be composed of a combination of 
several volatile antiseptic substances. 

During the last four years the author has 
treated all his cases of early pulmonary 
tuberculosis by this method, and the results 
have been so remarkable that he desires to 
bring them before the profession, in the 
hope that the method may be generally 
used. The inhaler employed has been the 





simple oro-nasal cage of perforated zinc 
advocated by Dr. Burney Yeo. It is worn 
over the nose and mouth, and is kept in 
place by elastic bands behind the ears; it 
contains a piece of sponge or felt on which 
the solution is dropped. The only precau- 
tion necessary is to take care that the edges 
of the inhaler, which rest on the skin, are 
not wetted, lest the skin should be stained 
or made sore. The antiseptic solution 
which the author has employed has been 
of this composition: 





R Acidi carbolici, 3ij; 
Creosoti, 3ij; 
Tinct. iodini, 3j; 
Spt. xtheris, 3); 
Spt. chloroformi, 3ij. 


Of this solution six to eight drops are 
poured on the felt of the inhaler every 
hour during the daytime, and two or three 
times during the night if the patient is 
awake. 

The odor of the solution is not unpleas- 
ant, and patients appear to derive great 
benefit from its use. Cough is rapidly 
relieved without any sedative or expector- 
ant medicines, and sputum, if any, is more 
easily expectorated and is lessened in quan- 
tity. The use of this solution has no 
irritating tendency, nor does it cause 
hemoptysis. If hemorrhage should occur, 
it might be well to remember Dr. Yeo’s 
suggestion and to add turpentine to the 
solution. The absolutely continuous use of 
the inhaler (except at meal-times) must be 
rigidly required, and it is very desirable 
to keep the patient at rest in bed for a 
week at least, the windows of his bedroom 
being widely open. During the second 
week he may be allowed to rise for an 
hour or two daily, but the continuous use 
of the inhaler is essential. When the tem- 
perature is normal, after the first ten days 
or so, he may be allowed to omit the 
inhaler for an hour every morning and to 
take a walk in the open air. Gradually 
the periods of exercise may be increased 
and the number of hours during which the 
inhaler is used may be very gradually 
diminished. 





























THE LOCALIZING VALUE OF 
PAPILLOEDEMA. 





In the THERAPEUTIC GAzeETTE for July, 
1909, de Schweinitz and Holloway made an 
important communication on this subject, 
to which attention was called in an editorial 
note. Although it is not directly therapeu- 
tic, the study of papilloedema is so im- 
portant in aiding a therapeutic procedure, 
in an otherwise hopeless class of cases, 
that we think it proper to call attention to 
the latest developments along these lines. 

Whether the greater swelling of a choked 
disc, or papilloedema, in one eye is suffi- 
cient indication that the growth is also 
upon the same side of the intracranial con- 
tents is much disputed. As is well known, 
Sir Victor Horsley is outspoken in his be- 
lief that optic neuritis (choked disc) tends 
to develop earlier and to be more marked 
in the eye corresponding to the side on 
which the tumor grows, and he further be- 
lieves that certain contradictions of this 
view are due to the “treachery of clinical 
statistics.” He earnestly and very properly 
insists that every case of optic neuritis must 
be dealt with on its own merits and not 
classified with others; that the character of 
the disc changes must be studied—that is 
to say, whether there is exudation, and if 
so, how much in each nerve-head. In other 
words, he insists that the minutest detail 
of each eye-ground in each case must be 
examined and recorded, and he deprecates 
the publication of statistics which tend to 
eliminate what he considers to be a valu- 
able clinical sign, namely, the homolateral- 
ity of the papilloedema. 

In an address delivered before the Sec- 
tion of Ophthalmology of the British Med- 
ical Association at Belfast (British Med- 
ical Journal, March 5, 1910) this distin- 
guished surgeon returns to the discussion 
of this point, and presents a strong argu- 
ment in favor of the views which he holds. 
His paper is concerned with the localizing 
diagnostic value of papilloedema, or optic 
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neuritis, the part of the disc which first be- 
comes edematous as a consequence of in- 
creased intracranial tension, the mechanism 
whereby the macular or star figure is pro- 
duced, and the origin and character of the 
phagocytes of the retina in neuroretinitis. 

As to the localizing diagnostic value of 
optic neuritis, he is satisfied that it has 
maintained the importance which he has al- 
ways attached to it, in spite of contrary 
statements, particularly those by Mr. Leslie 
Paton, who, as is well known, doubts if re- 
liance can be placed on this sign, for al- 
though the preponderance in his investiga- 
tion was somewhat in favor of the more se- 
vere neuritis being on the affected side, yet 
in some cases it was more marked on the 
opposite side. Thus, he found in 54 cases 
the difference in swelling between the two 
eyes did not amount to more than half a 
diopter—that is to say, the swelling was 
practically the same in both eyes; in 25 
the swelling was greater in the eye corre- 
sponding to the side of the tumor; while in 
23 the swelling was greater in the contra- 
lateral eye. In a certain number of his pa- 
tients the neuritis developed while they 
were under observation, 13 of them show- 
ing a commencing neuritis simultaneously 
in the two eyes; in 11 the swelling began 
first in the contralateral eye, and in 6 it 
developed first in the homolateral eye, 
while in 4 of the cases the neuritis appeared 
only in one eye, and in each of these 4 it 
was the contralateral eye which showed the 
neuritis. 

Bordley and Cushing make the following 
statement, namely, that in 70 per cent of 
their cases the papilla on the side of the 
tumor was the most involved; in 80 per 
cent of the cases seen before the choked 
disc made its appearance the swelling ulti- 
mately occurred in the eye homolateral to. 
the tumor; and in 72 per cent the ultimate 
damage to the nerve was greatest on this 
side. 

In the researches of de Schweinitz and 
Holloway (THERAPEUTIC GAZETTE, July 
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15, 1909) the swelling was practically equal 
in each eye in 33.3 perecent of the cases, 
was greater in the eye on the same side as 
the tumor in 46.6 per cent, and was greater 
in the eye on the side opposite to the tumor 
in 20 per cent of the cases. The number 
of cases examined, however, is too small to 
render these statistics of much value, nor 
was it possible to submit them to the re- 
quirements on which Mr. Paton very prop- 
erly insists, nor to analyze them, as Sir Vic- 
tor Horsley directs. If the discussion of 
papilloedema is to be a profitable one, it 
must include a detailed consideration of the 
clinical features of each case. 

An interesting commentary on statistics 
is pointed out by Horsley, namely, that 
Mr. Paton’s conclusions, founded on the 
records of the National Hospital for the 
Paralyzed and Epileptic, contain some of 
Sir Victor Horsley’s cases, by the detailed 
examination of which cases and of his pri- 
vate patients he had arrived at precisely 
opposite conclusions. Moreover, his cases 
for 1908 at the National Hospital (the ones 
before referred to were recorded up to the 
end of the year 1907) he believes equally 
contradict Mr. Paton’s figures, and he is 
distinctly of the opinion that ipsolaterality 
of the tumor and the neuritis is the rule, 
and that contralaterality is the rare excep- 
tion. 

Evidently, however, statistics and records 
make widely different appeals. Thus, in 
the table of unselected tumor cases re- 
corded by Sir Victor Horsley, in which the 
situation of the lesion was determined by 
operation during 1908 in the National Hos- 
pital for the Paralyzed and Epileptic, the 
relation of the papilloedema to the intra- 
cranial disease is recorded as ipsolateral 
fifteen times, indeterminate once, probably 
ipsolateral once, and contralateral once. 
Mr. Paton (British Medical Journal, March 
12, 1910), who has replied to Sir Victor 
Horsley’s paper, believes that two of the 
cases should be excluded, and of the re- 
maining ones five of the patients should be 
regarded as having an equal neuritis, or 
such a slight difference that no judgment 
could be based on them, four as having the 
greater papilloedema definitely ipsolateral, 
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three as having it definitely contralateral, 
one probably contralateral, and one prob- 
ably ipsolateral. It is fair to state that 
Mr. Paton has also had an opportunity 
of examining the patients to whom 
Sir Victor Horsley’s table refers, and in his 
letter quotes more elaborate clinical exam- 
inations than the summaries of the tables 
give, and therefore this conclusion is not 
based upon a mere examination of the 
table, but on an actual investigation of the 
patients. 

Referring to Mr. Paton’s 54 cases in 
which the difference in swelling between the 
two eyes amounted to practically nothing, 
in the absence of detailed statement as to 
the character of the neuritis or papillo- 
edema, it is impossible to judge whether 
they are satisfactory in an argument 
against the rule of ipsolaterality. The 
swelling might perfectly well have been of 
the same height in each eye, and yet one 
disc have given evidence that it possessed 
the older lesions. So, too, simultaneous be- 
ginning of choked disc does not necessarily 
mean that the process is equally intense. 
Indeed, it would seem that very often such 
is not the case. When, however, the neuri- 
tis appears only in one eye, the other re- 
maining healthy, and the affected eye is 
the contralateral one, as occurred in four 
of Mr. Paton’s patients, the evidence is 
strong that the lesion is not always ipso- 
lateral with the earlier and more affected 
eye. 

How valuable the presence of hemor- 
rhage on or near the disc may be in deter- 
mining the maximum intensity of the pro- 
cess is not very clear. Sir Victor Horsley 
lays much stress upon it; Mr. Paton re- 
gards it of less value, because he has seen 
hemorrhage arise after the intracranial 
pressure had been relieved by decompres- 
sion; and de Schweinitz in his study of 
cerebellar and cerebral neoplasms in the 
service of Drs. Mills, Frazier and Spiller in 
the University Hospital has reported not- 
able examples of a similar condition of af- 
fairs. It is probable, however, that a care- 
ful investigation of these hemorrhages 
would indicate that those which depended 
upon an intensity of a process concerned 
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with swelling of the intraocular end of the 
optic nerve somewhat differ in appearance 
from those which arise after a decompres- 
sion or radical operation, and which in 
some instances depend upon certain visible 
alterations in the retinal vessels. 

De Schweinitz and Holloway came to 
the conclusion as the result of their study 
of this matter, and in this respect found 
themselves in accord with Sir Victor Hors- 
ley’s views in one important respect, that it 
is not so much to the swelling of the disc 
that attention should be paid as to the indi- 
cations which disc has been longest affected 
by finding the signs of beginning atrophy, 
by noting which side of the disc has been 
first affected, and by tests of the visual 
acuteness, the light-sense and the field of 
vision, and they are satisfied that if these 
precautions are taken ocular examination is 
of the greatest value in guiding the surgeon 
to the side on which the skull should be 
opened. 

Particular attention should certainly be 
paid to the field of vision in the investiga- 
tion of this problem, and especially to the 
field of vision for colors. Long ago alter- 
ations in the color fields were noted in cases 
of brain tumor, notably in the Charcot 
clinic, and the interesting forms of con- 
traction of the color field which were de- 
scribed in chronic headache cases in the 
Weir Mitchell clinic by de Schweinitz many 
years ago, even when the clinical signs 
failed to indicate the presence of brain tu- 
mor, are of importance, an importance 
which is all the more prominent since the 
careful studies of Bordley and Cushing 
have shown that increased intracranial ten- 
sion may be responsible for varying altera- 
tions in the color field, blue-blind areas, re- 
verSal of the color lines, etc., and with the 
relief of tension the field assumes its nor- 
mal characteristics. The field of vision 
would certainly, if carefully taken, yield 
some evidence as to which eye had been 
first or more intensely affected, provided 
such visual fields were taken with due cau- 
tion as to proper illumination and quality 
of the color tests. 

Horsley believes that papilloedema al- 
ways begins at the upper nasal quadrant of 
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the papilla. That this is a rule is no doubt 
true, and this certainly is the region of the 
disc which should, as he points out, be care- 
fully and constantly watched. That it is 
always this portion of the disc which is 
first affected is not certain, however, and 
de Schweinitz and Holloway record one 
good example where the inferior portion of 
the disc was the first area involved. 

Horsley does not make reference to 
those rather rare cases in which pre- 
ceding the development of disc-margin 
blurring at the upper and inner quadrant 
there is a conspicuous dilatation of the 
veins of the retina. To be sure, Leslie 
Paton has not been able to convince him- 
self that venous congestion, as it has been 
described, precedes the blurring of the disc 
margins, nor do the authors who have been 
quoted think that it is by any means a con- 
stant symptom, but they are satisfied from 
two carefully observed cases that it does 
sometimes occur. 

This much may be said, that while ipso- 
laterality of the tumor and the neuritis does 
not invariably occur, to use the language of 
Sir Victor Horsley, the maximum intensity 
and age of the papilloedema in cases of in- 
creased intracranial tension are of the high- 
est value in clinical localization of the le- 
sion, which is ipsolateral, as a rule, with 
the maximal pressure effects of the latter. 
It must be observed that this does not 
necessarily mean the mere swelling of the 
disc, because maximal intensity and swell- 
ing need not be synonymous terms. It 
would seem that when all the points upon 
which Sir Victor Horsley insists are care- 
fully taken into consideration, as well, in- 
deed, as those on which Mr. Paton, who dis- 
agrees with him, dwells, a more satisfactory 
conclusion will be reached than by digging up 
statistics of cases which have been recorded 
by various observers, and which therefore 
are subject to all the fallacies which are so 
well known to pertain to statistical in- 
quiries. Moreover, with improved methods 
of illumination, and particularly with the 
use of the modern electric ophthalmo- 
scopes, a series of cases, even though they 
be small in number, carefully studied in all 
their details, clinical as well as ophthalmo- 
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scopic, would yield a more satisfactory re- 
sult than all of the statistics which have 
thus far been compiled. Finally, note Mr. 
Paton’s plea that all cases in which the 
papilloedema is greater in the opposite eye 
should be submitted to a critical examination 
in order that a knowledge may be obtained 
of the circumstances under which this 
peculiarity is likely to occur. 





THE EMPLOYMENT OF TETANUS 
ANTITOXIN. 





Although tetanus is not one of the infec- 
tions which is commonly met with, it is so 
lethal and so rapid in its progress that it is 
important for every physician to bear in 


can can be obtained. In making these tests 
Dr. Anderson used the standard which has 
been determined upon by the United States 
Public Health and Marine Hospital Ser- 
vice. In other words, the unit of tetanus 
antitoxin, as determined by that branch of 
the government service, is ten times the 
least quantity of antitetanic serum neces- 
sary to save the life of a 350-gramme 
guinea-pig for ninety-six hours against the 
official test dose of a standard toxin fur- 
nished by the Hygienic Laboratory of the 
United States Public Health and Marine 
Hospital Service. The table which he 
gives is of sufficient interest to be repro- 
duced at this point, and the figures given in 
the last column are noteworthy: 


TABLE SHOWING THE DIFFERENCES IN THE METHODS OF TESTING TETANUS ANTITOXIN BEFORE THE 
ADOPTION OF THE AMERICAN UNIT. 











| §& | Unitsclaimed | Units ac- 
oe accenting to contins 
' | + specia e 
NAME OF MANUFACTURER. Labeled. | S methods American 
% | of standardi- | standard, 
8 | zation, perCc.| per Cc. 
| 
New York department of health, Albany (submitted F : 
by Dr. H. D. Pease for comparison)................ me immunizing dose (No. 2929 F.) | .. 0.5 434 
a York City department of health (submitted by | 
r. W. H. Park for comparison ).......c.cccccccees | seccccccccccccccncsccecscncecccsccccees ns 7 166 
H. a Mulford Co. (bought on open market)........ 1,000,000 immunizing units (No. didi) 10 100,000 77 
Farbenfabrik vorm. Meister Lucius & Bruning, | | Tetanus Antitoxin, 5 7 Normal, 
it, a/M (submitted for comparative a. Prifungs dose=1/500, (BPP RE eee 333 
H. K. Mulford Co. (No. 9971 submitted for tests).... | 60,000, 000 units. | 10 6,000,000 90 
GREE SC ELAS ARG LETELTTE (BE PES IR S SIU eT er J se 60,000 700 
New York department of health, Albany (submitted | | 
by Dr. H. D. Pease for comparison)................ ) aktathad asia telies NAM is Ae an elt ose eal en asd -75 769 
Pasteur Institute, Paris (10 Ce. fluid)................ Unit value not stated. | 10 | Not stated. 40 
I, ns ncccccdvcnssccvesseccsecsees Unit value not stated. 10 | Not stated. 40 
0 ERR | Unit value not stated. | .. | Not stated. 83.3T 
Pasteur Institute (No. II. 7)..................c cece | Unit value not stated. | 10 | Not stated. 66 
Institut Bactériologique de Lyon et du Sud-Est..... | Unit value not stated. | 10 | Not stated. t 
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mind, and rapidly put into execution, the 
plans which should be resorted to for the 
purpose of saving a patient into whose 
body it is believed the specific microor- 
ganism of this malady has entered. In the 
issue of the Journal of the American Med- 
ical Association of January 22, 1910, An- 
derson publishes a report upon the tests 
which he has made of the various anti- 
toxins for tetanus which are found upon 
the market. The results show that, as a 
rule, American antitoxins are much more 
reliable than those which are imported. 
Indeed, the difference in favor of the 
American product is so marked that at the 
present time it would seem unwise to em- 
ploy the imported antitoxin if the Ameri- 


t This equals 833 units per gramme of the dry serum. 


} Less than 50. 


Interesting as these facts are, there are 
others which are equally interesting and 
perhaps of greater importance. The first 
of these is, of course, insistence upon the 
employment of the antitoxin at the very 
earliest possible moment in combating the 
infection. It does not do to wait until ac- 
tual symptoms of tetanus begin; the proper 
procedure is to inject the serum into the 
neighborhood of the nerve trunk which 
runs to the injured part as soon as the sus- 
picious wound comes under observation, 
and to bear in mind the additional import- 
ant fact that too much antitoxin cannot be 
administered. Thus, in the discussion of 
Anderson’s paper, Larned spoke of a case 
in which tetanus developed after a. gunshot 





























wound, and was so severe that the case 
seemed absolutely hopeless, but under the 
administration of 198,000 units of serum 
the man recovered. This case with many 
others proves that the serum is not only 
prophylactic but actually curative. So, too, 
the point has been emphasized by Dr. Park, 
of New York, that in many instances the 
serum is to be given intravenously in large 
quantities—not less than 10,000 to 20,000 
units to be injected into a vein, and this 
dose to be repeated every twelve hours. 
This method of intravenous injection, if 
carried out carefully, possesses none of the 
difficulties or dangers of intraspinal or in- 
tracerebral injections, and is equally effica- 
cious. Although in severe cases neural, 
spinal, subcutaneous, and venous injections 
are to be practiced, the least of value, by 
long odds, is the subcutaneous. The intra- 
venous method not only has the support of 
Dr. Park but of Dr. Anderson, and should 
always be practiced if any manifestations 
of the disease in active form are present. 





THE PROPHYLAXIS OF RESPIRATORY 
DISEASES. 





There can be no doubt that our employ- 
ment of various forms of efficient disinfec- 
tion is too narrow in its scope. Most phy- 
sicians consider such measures only in con- 
nection with the ordinary eruptive fevers, 
and too few use extra caution in regard 
to the disinfection of the discharges of 
typhoid fever patients. So, too, sufficiently 
active measures are not resorted to to pre- 
vent the spread of such infections as influ- 
enza, croupous pneumonia, and diphtheria. 
The myriads of microdrganisms which can 
be expelled from the mouth by a coughing 
consumptive, or by a patient who is suf- 
fering from croupous pneumonia, are often 
forgotten, and these falling upon bedding, 
or upon neighboring objects, afford sources 
of infection to those who are otherwise 
healthy. 

We have read with considerable interest 
the report of an experimental investigation 
carried out by Winslow and Robinson and 
reported in the Journal of Infectious Dis- 
eases for January, 1910. They point out 
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that bacteriological studies have shown that 
quietly expired air is germ-free, and that 
the aerial transfer of disease is a compara- 
tively minor factor, even sewer air having 
been shown by recent work to be remark- 
ably free from contamination with sewer 
bacteria. As soon, however, as any mechan- 
ical splashing takes place so that a fine 
spray is formed, such bacteria are readily 
distributed. They quote the work of Fligge 
and his pupils as showing that in sneezing, 
coughing, and loud speaking a spray is 
thrown out which contaminates the air with 
bacteria for a considerable distance from 
the mouth. In the research of Winslow 
and Robinson, their endeavor was chiefly 
not so much to determine the qualitative in- 
fection as the quantitative infection. They 
found that under normal conditions a suf- 
ficient number of mouth bacteria are not 
expelled to be a practical factor in the 
spread of disease, and continue by quoting 
a considerable amount of original work 
which has been done by other investigators, 
chiefly in Europe. They quote with ap- 
proval Fligge’s rule that during strong 
paroxysms of coughing the patient should 
keep at arm’s length from his compan- 
ions and hold a handkerchief before his 
mouth. The point which they chiefly em- 
phasize, however, is that the distance at 
which the infectious organisms are trans- 
mitted by coughing, sneezing, and loud 
speaking is a very limited one. As a rule 
there is perfect safety in the air but a few 
feet from the patient. They believe that 
the mouth spray is a fairly coarse rain 
which settles for the most part in fifteen 
or twenty minutes, and that most of the 
spray is so coarse that it settles much more 
rapidly. They quote Koeniger as having 
shown that 60 per cent of the bacteria in 
the mouth spray disappeared from the air 
in ten minutes, while after twenty minutes 
less than 10 per cent of the original number 
remained. While they do not in any way 
intend to minimize the real danger from 
mouth spray, and while they remind us 
that in one case 20,000 tubercle bacilli were 
found upon a glass plate exposed for half 
an hour at a distance of from 40 to 80 cen- 
timeters in front of the mouth of a phthis- 
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ical patient, they nevertheless consider that 
this method of disseminating disease is not 
as potent a factor as has been usually be- 
lieved. Indeed, they go so far as to con- 
clude from their investigations that aerial 
infection by tuberculosis very rarely occurs, 
and their work has led them to take sides 
with those who believe that ingestion, rather 
than inhalation, is the principal channel of 
infection even in those cases in which the 
bacteria are ordinarily discharged through 
the air in the form of a mouth spray. 
This view, of course, emphasizes rather 
than diminishes the importance of precau- 
tions being taken to prevent the contamina- 
tion of food by those who are coughing, 
sneezing, or speaking. The very fact that 
Winslow and Robinson have proved that a 
large number of microOrganisms are ex- 
pelled in this manner and that they speedily 
disappear from the surrounding atmosphere 
emphasizes the fact that they rapidly fall 
in large numbers upon surrounding objects 
at lower levels, and when these objects are 
foodstuffs the results may be disastrous to 
those who ingest such materials. 





INTRAVENOUS ANESTHESIA WITH 
ETHER OR CHLOROFORM. 





Although it has been demonstrated ap- 
parently to the satisfaction of the profes- 
sion that the major dangers incident to the 
use of ether are dependent upon lack of 
skill in the giving of the agent rather than 
upon toxic properties inherent in it, the 
search for new methods is not likely to 
cease since even when conducted with the 
utmost care inhalation anesthesia leaves 
much to be desired. Under some certain 
circumstances it is distinctly contraindi- 
cated, under others it is difficult to main- 
tain. The scopolamine-morphine after a 
brief trial has been properly relegated for 
use in exceptional cases because of its 
greater mortality. The same may be said 
of the various methods of accomplishing 
anesthesia by spinal injections. One of the 
most radical procedures recently proposed 
is that of intravenous injections of ether 
and chloroform. 

Burkhardt, after a séries of experiments 


on animals, noted that a safe anesthesia 
was practicable. At least that must have 
been his conviction, since he did not hesi- 
tate to apply the method to the human, 
using first chloroform, and being deterred 
from further line of experimentation by 
hemoglobinuria. Ether was apparently 
much safer. He employed a 5-per-cent so- 
lution in physiological salt solution. The 
warm mixture was injected into the median 
basilic vein with some rapidity, the flow be- 
ing stopped when the patient became un- 
conscious and relaxed, and resumed as soon 
as there were signs of a return of con- 
sciousness and reflexes. Over 30 patients 
were thus treated without accident, in some 
instances the anesthesia being continued for 
over an hour. In nearly all instances the 
patient received a preliminary injection of 
scopolamine and morphine. The quantity 
of the solution required varied greatly, and 
was given at between one-third of a liter 
and two and a half liters. It is particularly 
noticed that there were no changes in the 
urine after this method of anesthesia, no 
headache, no irritation of the lungs or cir- 
culatory perturbations. It was noted that 
when the strength of the solution was in- 
creased to 7 per cent hemoglobinuria re- 
sulted. The author modestly remarks that 
the time consumed in freeing the median 
basilic vein and securing therein a cannula 
is likely to bar this method from general 
use, but that it is likely to be highly ser- 
viceable under some circumstances, and it 
is the safest and pleasantest of all methods 
of anesthesia. He particularly commends 
it when there are respiratory or circulatory 
difficulties which would add to the danger 
of inhalation anesthesia. 





THE RESULTS OF OPERATION FOR 
CANCER OF THE TONGUE, 
MOUTH, AND JAW. 





The malignancy exhibited by cancer in- 
vading the mucous surfaces of the mouth 
is universally recognized as being much 
greater than that of similar lesions appear- 
ing primarily on either the lips or the 
face. While a guardedly favorable prog- 
nosis may be given even when the lat- 























ter are so well advanced as to make their 
clinical recognition an easy and certain mat- 
ter, many surgeons feel that a developed 
cancer of, for instance, the tonsil, tongue, 
or buccal surface of the cheek is practically 
incurable by any method, and that even 
after most thorough excision, including 
glandular removal, permanent cure is most 
exceptional. In this relation the publica- 
tion of Greenough, Simmons and Green of 
the results obtained in the Massachusetts 
General Hospital (vol. ii, No. 2) in a com- 
paratively large number of cases operated 
upon by different methods and by many 
surgeons is most instructive. There were 
172 cases in all in charge of 19 different 
surgeons ; of these 112 were operated upon. 
One-third were hopeless from the start. Of 
these 112 operative cases 20 were followed 
by death within sixty days as the direct 
result of operation, a total operative mor- 
tality of 17.8 per cent. 

Sixty-two were operated on for cancer 
of the tongue and the floor of the mouth; 
36 refused operation. Of the 62 cases op- 
erated upon 58 were traced. The operative 
mortality was 8, or 12.9 per cent; the usual 
cause of death being pneumonia with sep- 
sis. The mortality seemed proportionate to 
the extent of the operation. Of these 58 
cases, 10 were free from recurrence 3 years 
or more after operation, and the percent- 
age of cure was 17.2. Of these 10 cases, one 
had a local recurrence in seven years, which 
was removed, the patient at the time of re- 
port five years later being perfectly well. 
Careful study of the cured cases seems to 
show that after the three-year limit is 
passed there is no marked tendency to later 
return of the cancer. As to the bearing on 
prognosis of the duration of the tumor be- 
fore operation, of the 10 successful cases 
the growth had existed for an average of 
8.2 months before surgical intervention, 
while in 48 failures the growth had aver- 
aged only six months duration before oper- 
ation. The length of time the growth has 
existed before it is seen has distinctly less 
bearing than its extent. Thus of 24 cases 
in which the tongue alone was involved, 8 
were successful, a percentage of 33 1-3 
cured. In the case in which the floor of the 
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mouth alone was involved, one was success- 
ful—t.e., 25 per cent. When the surround- 
ing tissues, jaw, cheek, palate, etc., were in- 
volved, there was but one successful case— 
1.¢., 3.4 per cent. 

Of 20 cases of intrabuccal operation (19 
traced), 8 were living and well or died 
without recurrence more than three years 
from the time of operation, or 40 per cent 
of cures, a much higher ratio of successful 
cases than is obtained by other methods of 
more radical operation. These cases were 
all early, and in but one instance was there 
an operative death. 

Of 29 cases excised through the floor of 
the mouth without division of the jaw, 
after the method advocated by Kocher, 
combined in all but four with dissection of 
the neck, there were but two cures. There 
were three operative deaths, or about ten 
per cent. 

Of 13 cases in which the lower jaw was 
divided or resected there were no cures, 
with an operative mortality of 4, or 30.7 
per cent, as against 10 per cent for the in- 
framaxillary excision of Kocher and 5 per 
cent for the intrabuccal operation. 

Of the whole number of 58 traced cases 
submitted to operation, in only 37 was dis- 
section of the neck added to local removal 
of the primary growth, and of this number 
four died of operation and only three were 
cured. In seven cases in which the neck 
dissection was performed the glands re- 
moved were found not to be malignant. Of 
these seven cases, one was cured and four 
showed subsequent recurrence in the lym- 
phatic glands not removed at the first oper- 
ation. Ten could not be traced. These fig- 
ures prove beyond doubt the high operative 
mortality of extensive operations and the 
extremely low percentage of cures resulting 
therefrom. 

In the recurring cases the average dura- 
tion of life was twelve months. There was 
no instance of metastasis to the lungs or 
liver. The patients submitted to operation 
lived but little longer than those on whom 
no operation was performed. There were 
40 cases of cancer of the lower jaw, includ- 
ing under this name only such cases of car- 
cinoma of the mucous membrane over the 
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alveolar process extending into and involv- 
ing the bone. The immediate mortality of 
28 operations was 10, or 35.5 per cent, in- 
cluding all cases dying within sixty days. 
Shock is noted as the cause of death in two 
cases. In 26 of the 28 cases the end re- 
sults are known: 5, 1.e. 19.2 per cent, were 
successful. Late recurrence—.e., after 
three years—is not usual. A study of these 
cases demonstrates that the operation is at- 
tended by considerable immediate risk to 
life, but that even in the unsuccessful cases 
the life of the patient is considerably pro- 
longed as compared with cases not oper- 
ated upon. The recurrences are either local 
or glandular in the neck and none gave in- 
. ternal metastases. In 14 cases of cancer of 
the upper jaw originating in the mucous 
membrane over the alveolar process and 
hard palate, 10 were operated on. There 
were no operative deaths, but nine of the 
cases had return of the disease. The re- 
sult is not known in the other case. 

There were 11 cases of cancer of the ton- 
sil, fauces, and soft palate, in which the end 
results are known. Seven cases were not 
operated upon. Of the four operated on, 
one is living and well seven years and ten 
months later. 

Of the nine cases of cancer of the mu- 
cous membrane of the cheek, in eight the 
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end results are known. None were cured, 
nor did any case live over two years after 
operation. The operative mortality of eight 
cases was two, or 25 per cent—one imme- 
diate death from shock and one death four 
days after operation of delirium. The dura- 
tion before operation varied from 3% 
years to 1% months. In one case of death 
from shock excision and dissection of the 
neck was done. Recurrence was either lo- 
cally or in the glands of the neck or both. 

The lesson impressed by these statistics 
is that of early diagnosis and prompt inter- 
vention. It is true that the statistical study 
apparently shows that time, as counted for 
instance by months, is of far less import- 
ance than the extent of the lesion, as evi- 
denced by tissues involved and the glandu- 
lar metastasis. Rapid extension shows a 
more than ordinary malignancy. The early 
diagnosis in turn depends upon the prompt 
excision of apparently causeless and per- 
sistent lesion. 

These figures, moreover, rather tend to 
show that a complete glandular dissection, 
if generally practiced in the earlier stages, 
while theoretically advisable, would be at- 
tended by discomforting mortality, would 
in the great majority of cases be entirely 
unnecessary, and would not inevitably safe- 
guard against glandular metastasis. 
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THE PITUITARY BODY AND THE 
THERAPEUTIC VALUE OF THE IN- 
FUNDIBULAR EXTRACT IN 
SHOCK, UTERINE ATONY, 

AND INTESTINAL 
PARESIS. 

BELL writes in the British Medical Jour- 
nal of December 4, 1909, upon this subject. 
He is inclined to believe that in infundibu- 
lar extract we may have at last found a re- 
liable agent for the treatment of paralytic 
distention of the bowel. If after an extend- 
ed trial this proves to be the case, every 
surgeon’s anxieties will be considerably les- 
sened, to say nothing of the lives that will 
be saved. He has not as yet tried infundi- 


bular extract in postoperative acute gastric 
distention, but asserts he would not be at 
all surprised to find it of real value in this 
very serious, if somewhat rare, condition. 
We now come to some collateral effects 
produced by the infundibular extract which 
are extremely important; and it is just 
these additional effects which put this pre- 
paration so far ahead of adrenalin, apart 
from its greater efficiency and more pro- 
longed action on the involuntary muscle 
fibers. In regard to its special action on 
the heart and kidneys, the author points out 
that this extract, after a short initial in- 
crease in the frequency, slows the heart 
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and causes more powerful contractions. 
This effect is still produced, though to a less 
degree, with the patient under the influence 
of atropine, which is the therapeutic equiva- 
dent to severance of the vagi. In similar 
circumstances adrenalin causes accelera- 
tion. 

Again, while adrenalin causes a diminu- 
tion in the secretion of the urine, infundi- 
bular extract has a marked diuretic effect 
which is of very great postoperative value. 

Finally, the author states for the benefit 
of rhinologists, laryngologists, and oculists, 
that infundibular extract may prove to be 
even more effective than adrenalin in pro- 
ducing local anemia. He does not wish to 
express himself positively upon this point, 
having only conducted one or two experi- 
ments; but they seem to support this view. 

Without taking the time to touch on the 
preserves of the general physician, he states 
he is sure, however, that there are many 
who before long will use it in asthma and 
many other conditions. 

Without going too deeply into the sub- 
ject, he calls our attention to the manner 
in which infundibular extract acts. There 
is little doubt that its chief effect is peri- 
pheral, for if we place a rabbit’s isolated 
and active uterus in Ringer’s solution the 
organ contracts violently on the addition of 
a small quantity of the extract. He does 
not think that we have any evidence to show 
that infundibular extract acts on the “pres- 
sor centers,” but this is quite possible, and 
if so must be of special value in an ex- 
hausted or paretic condition of these con- 
trolling structures. 

Probably it will not be long before the 
active principle is isolated, for much good 
work has been done on the subject of “pres- 
sor bases” in the last few months. It may, 
therefore, not be without interest to re- 
count, very briefly, the present position in 
regard to these compounds. 

In 1906. Abelous showed that a rise in the 
blood-pressure was produced when the ex- 
tracts made from putrid meat were inject- 
ed into the blood stream. This year Barger 
and Walpole published a paper in which 
they described the identification of the 
“pressor bases” concerned. These observ- 
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ers found that they were amines, namely, 
phenylethylamine, p. hydroxyphenylethyla- 
mine, and isoamylamine. There are one or 
two practical points arising from these 
chemical investigations. 

First, Rosenheim was able to show that 
the active principle of the placental extract 
of Dixon and Taylor, which was thought 
by them to be the cause of the normal 
uterine contractions in labor, was produced 
by incipient putrefaction in the placentas 
used, and contained the amines already 
mentioned. 

Next, Barger and Dale, a few months 
ago, showed that the pressor properties of 
ergot are also due to these same bodies. 
Further, it is well known that these amines 
bear a distinct relationship to adrenalin in 
regard to their structural formule. 





ANTIDOTE FOR ALCOHOL. 


HENNELL in the Eclectic Medical Jour- 
nal for January, 1910, states that a treat- 
ment that will sober up the patient quickly, 
prevent delirium, and at the same time do 
no harm to the patient, is always hailed with 
delight by both the physician and the pa- 
tient. 

Ammonium chloride, one-half to one 
drachm, dissolved in water and given at one 
dose, followed by a copious draught of 
water, will not only counteract the effect of 
the alcohol and sober up the patient quick- 
ly but will prevent delirium, which many 
times follows these alcoholic debauches, and 
also overcomes the craving for alcoholic 
stimulants. 

After giving the ammonium chloride, if 
the patient does not quiet down in the 
course of two or three hours, it is advisable 
to give some hypnotic to produce a few 
hours’ sleep. Chloral hydrate or some of 
the bromide compounds may be given for 
this purpose. Generally, after the patient 
has awakened from his sleep the alcoholic 
craving will be gone and he will be sobered 
up. In many acute cases it is not necessary 
to give the hypnotic. 

The author is aware that this seems like a 
large dose of ammonium chloride, as the 
usual dose given is from five to seven and 








one-half grains. It must, however, be borne 
in mind that when prescribed in the smaller 
dose it is given for a different purpose, the 
dose is frequently repeated, and its use is 
continued for a length of time. In anti- 
doting alcohol it is given in one large dose 
in a copious draught of water, hence it does 
not produce the gastrointestinal irritation 
spoken of by many authors. 





THE MERCURIAL TREATMENT OF 
TABES DORSALIS. 

In the Bristol Medico-Chirurgical Jour- 
nal for December, 1909, FAURE says, in 
writing on this subject, that we have to dis- 
tinguish at first two different categories of 
tabetics. In the first one the tabetic, gener- 
ally observed in the hospitals, is already af- 
flicted with chronic maladies, complicated 
in different ways. It does not matter 
whether his former lesions were or were 
not syphilitic, since there only exists in his 
marrow extensive and old sclerous scars, 
upon which one could not demonstrate that 
mercurial treatment might have a hold, even 
if these scars were the results of purely 
syphilitic lesions. Mercurial treatment is 
unable to make the scar of a cutaneous 
gumma disappear; but in lesions not cuta- 
neous it may be well understood that irre- 
parable sclerous scars may be left in the 
marrow. This scar has cut some cord, in- 
terrupted routes of communication, hin- 
dered sensations from reaching the centers 
which have to perceive and arrange them in 
order—in short, it has badly injured the 
sensory conducting functions of the region. 

On the other hand, disturbances of the 
bladder, intestines, and lungs, the conse- 
quences of this spinal lesion, brings about 
a stasis of the secretions into these organs, 
and secondary infection. These affections 
injure the general health, and at last the 
patient, afflicted with a sclerogenous pro- 
cess in his marrow, is generally attacked 
by analogous processes in other viscera— 
liver, kidney, etc. Then the depurative 
functions easily become incapable of doing 
their work, and it only needs the usual re- 
sort to analgesic poisons (such as morphine, 
heroin, antipyrin, pyramidon, etc.) to add 
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to this insufficiency of action, so that the 
whole organism is not long in becoming 
permanently poisoned. Injured sensori- 
motor functions, insufficiency of intestinal, 
pulmonary, and urinary elimination, infec- 
tion of the cavities, fever, medicinal poi- 
soning—such is the balance-sheet of the or- 
dinary tabetic’s morbid state. We shall 
call him the “matured tabetic.” 

In opposition to this type of classical 
tabes is the patient who comes, in the ma- 
jority of cases, to the physician’s private 
consulting-room. Let us examine him, He 
has no more than Argyll-Robertson’s sign, 
abolition of the patellar reflex, a little un- 
certainty when walking in the darkness, a 
few sharp pains, slight hindrance of mic- 
turition—sometimes a part only of these 
small defects. Very often, at such times, 
a diagnosis is not even made; the medical 
man hestitates before pronouncing a judg- 
ment he thinks to be inexorable. No doubt 
amongst the subjects afflicted with diplopia 
observed and attended by Fournier (the 
majority of whom did not become confirm- 
ed tabetics) a large number were in this 
category. What lesions exist among those 
patients? It is well known how few are 
the autopsies of “tabes incipiens,” and how 
much the early details of tabetic lesions is 
still discussed. Numerous hypotheses are 
presented, but they are only hypotheses, 
for want of autopsies of tabes incipiens. 
We may be allowed, then, to suppose that 
there is neither sclerosis nor incurable 
scar at this time; there may be, perhaps, 
the meningo-radicular processes pointed 
out by Nageotte and described also by Si- 
card, perhaps an embryonal presclerous in- 
filtration of the posterior radicular coér- 
dinating fibers (1. e., lesions which can be 
cured quite easily), such being probably 
all that would be met with. But one has 
no fear in saying and repeating that often 
five, ten, fifteen or twenty years may elapse 
before a patient showing these small symp- 
toms finds the pronounced evidences of ad- 
vancing tabes. Some invalids remain in 
this premonitory state during their whole 
lives, or, according to an expression of 
Fournier, in this “antechamber of tabes.” 
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To apply an intense mercurial treatment 
to the first or the second of these maladies, 
to the matured or to the “recent tabetic,” 
is evidently quite a different matter. But 
during recent years the experiments made 
by neurologists have been carried on prin- 
cipally amongst tabetics of the first cate- 
gory. Therefore the results of mercurial 
treatment in these cases have been of little 
worth, and even sometimes bad. This was 
because the lesions were irreparable, be- 
cause many symptoms depended on super- 
added lesions or complications upon which 
mercurial treatment had no effect, because 
among some of those patients already af- 
fected or in a state of permanent autoin- 
toxication the mercury was but one poison 
more added to many others. 

On the other hand, the protagonists of 
mercurial treatment have not said that it 
must be the only treatment of tabes, and 
that it is by itself alone the only therapeutic 
treatment. Between two tabetics—the one 
who is going on with his usual life, over- 
worked with moral and material difficul- 
ties, sleeplessness, faults of alimentation 
and hygiene, frequent medical intoxication 
(morphine, antipyrin, pyramidon, heroin, 
etc.), resulting from the overworking of an 
organism whose equilibrium is worn out; 
the other of the same age and conditions, 
showing the same lesions, who as soon as 
the diagnosis is settled abandons any work, 
modifies his hygiene from top to bottom, 
sleeps, eats, does not take any exercise or 
rest but those prescribed—between these 
two patients no therapeutic comparison is 
possible, were they both submitted to iden- 
tical mercurial treatment. Even for the 
most notorious syphilitic tabetic, syphilis is 
far from being the one origin of all the 
symptoms of tabes. Some appear under 
the influence of an intercurrent disease (in- 
fluenza, for instance), others from over- 
work, others are brought on by alcohol, 
overfeeding, etc—in short, the simplest 
kind of tabes is still more complex than a 
cutaneous syphilide, and one is not able to 
satisfy oneself as to its treatment by the 
same reasoning. 

Thus the disagreements between both 
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the opinions quoted above occurs from the 
following consideration: (1) Leredde’s af- 
firmations were too categoric and simple, 
the subject being much more complex than 
he said; (2) patients described by believ- 
ers in the mercurial treatment of tabes and 
those described by neurologists are not the 
same in the majority of cases. 

How are we to understand nowadays the 
prognosis and treatment of tabes, and espe- 
cially the mercurial treatment? First, the 
diagnosis of tabes must be made precisely, 
and as near as possible at the beginning of 
the affection; no more spurious rheuma- 
tism, under which the physician too often 
has attempted to conceal from the patient 
the real meaning of the lightning pains, in 
order to spare him or his family the an- 
guish which accompanies an outspoken and 
unexpected diagnosis of tabes; there should 
be no more hesitation for a period, during 
which the physician avoids accepting a re- 
sponsibility which frightens him. For the 
tabetic, as for the tuberculous, one should 
make the diagnosis very early, and not hesi- 
tate, if necessary, to shock the family and 
the patient. One must admit that there is 
tabes as soon as the Argyll-Robertson and 
Romberg’s signs appear, as soon as the first 
sharp shooting pains, as soon as the first 
vesical disturbances, are noticed, just as 
we would affirm there is tuberculosis as 
soon as there is increase of resistance to 
percussion, the early differences of auscul- 
tation pointed out by Grancher, the com- 
mencement of hemoptysis, however slight. 
To wait for the important signs of tabes in 
order to strengthen one’s diagnosis would 
be like waiting in a case of tuberculosis for 
the appearance of a subclavicular cavity. 
In both cases, as soon as the diagnosis is 
made, you must warn the invalid of the 
danger which threatens him, specifying 
plainly that the symptoms are but a warn- 
ing, and that he can avoid after-effects if 
he is careful; because, considered in this 
way, tabes is curable. 

Tabes is curable, at least clinically, be- 
cause there exist tabetics who have recov- 
ered; but it is necessary to understand the 
meaning of the word “recovered.” These 
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invalids may retain a few slight symptoms, 
they may keep some marks in their nervous 
centers, they may even have a relapse; but 
in dealing with the old and classical com- 
prehension of the word “tabes” (“Progres- 
sive Locomotor Ataxy’’), these points do not 
prevent the invalid, who for thirty years 
has had but a few attacks of sharp-shoot- 
ing pains, abolition of patellar reflex, and 
Argyll-Robertson’s sign, from being prac- 
tically considered as cured. Does not a 
tuberculous patient, when cured, retain 
some pulmonary traces of his lesion, some 
respiratory or circulatory symptom result- 
ing from it? 

But if cases of curable tabes exist, if an 
early diagnosis and well-managed treatment 
check the progress formerly considered in- 
exorable, and even give retrogressions, 
what is the part played by mercurial treat- 
ment? 

Cases of benign tabes become more and 
more frequent; arrest of tabes is the rule, 
progress the exception ; amongst established 
symptoms some retrogress. At the moment 
of the setback to progress, symptoms in a 
fair way to becoming established may be 
stopped. At last tabes, being checked, 
may remain so indefinitely, and the relapses, 
the halts, which were formerly the rule, 
may be prevented or may be accounted for 
by complications due to drugs. 

Mercurial treatment better followed, 
longer and more generalized, is one of the 
causes, and probably the initial cause, of the 
transformation of the prognosis of tabes. 
It is generally amongst patients who have 
followed, or will follow, a methodical and 
prolonged mercurial treatment that the evo- 
lution of the disease remains benign, pro- 
vided that they do not ignore other thera- 
peutical rules, and that diagnosis is, and 
has been, made early, and treatment com- 
menced in good time. It is amongst pa- 
tients badly treated, or not cared for at all 
(who were formerly the rule), that the evo- 
lution of the disease remains progressive ; 
but evidently this rule admits of exceptions 
and corrections in one or the other of both 
its parts, as dogmatic affirmations in medi- 
cine always do. 
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How is the mercurial treatment to be 
performed ? 

The answer is, as much as possible by 
injections of soluble salts, which permit a 
stricter surveillance of individual toleration. 
Calomel and gray oil ought to be reserved 
for strong and robust patients, and consti- 
tute for these cases the best procedure. For 
other patients the use of these two sub- 
stances may be attended with fatigue, and 
sometimes with an increase of certain tabe- 
tic symptoms; hence a difficulty arises in 
making the medication acceptable, and 
hence the complaints which are heard 
against it. Two or three centigrammes of 
mercury benzoate or biniodide daily is a 
sufficient dose in the majority of cases. One 
should discontinue the injections in every 
case in which the patient feels indisposed ; 
but if the salt is soluble, uneasiness will 
disappear with the elimination of the drug 
in one or two days. In short, a repeated 
examination of the general and local state 
will give indications and permit one to 
graduate the mercurial treatment in every 
case, in order to make it as strong as pos- 
sible, and at the same time without intoxi- 
cating the patient. 

One to one and a half centigrammes of 
mercury (metal) daily constitutes a normal 
dose and a good standard of reference. One 
centigramme of mercury (metal) corre- 


sponds to— 
0 NE RO Oe ee 1.177 cg. 
Mercury bichloride ........ 1.335 cg. 
Mercury benzoate ......... 2.200 cg. 
Mercury biniodide ......... 2.270 cg. 
Hermophenyl  ....cccccccce 2.500 cg. 

For the gray oil formulas are variable. 


Easily managed gray oils exist, containing 
10 centigrammes of mercury (metal) to 
each cubic centimeter. 





THE DANGERS OF MERCURIAL INJEC- 
TIONS IN THE TREATMENT 
OF SYPHILIS. 

The St. Paul Medical Journal for De- 
cember, 1909, contains an editorial article 
which is of interest. It points out that 
much has been written of late concerning 
the treatment of syphilis by the injection of 
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mercurial preparations. Fatal results have 
frequently followed the injection of mer- 
cury in ordinary doses, and in France many 
cases have been reported from the use of 
the gray oil so much used in that country. 
In a recent issue the London Lancet com- 
ments on this subject and refers to a case 
reported by Professor Gaucher, of Paris, 
who describes a form of stomatitis which 
he regards as peculiar to injections of gray 
oil and not produced by other preparations 
of mercury. 

Gangrene of the mucous membrane of 
the gums occurs and extends more or less 
to the mucous membrane of the pharynx, 
and extending in depth produces gangrene 
of the cellular tissues of the neck and 
necrosis of the’ lower jaw. Professor 
Gaucher has found that this variety of 
stomatitis is unilateral and occurs much 
more frequently on the right side. It is 
very fatal and appears to be a variety of 
the grave mercurial stomatitis of the 
fifteenth century. A man, aged forty-five 
years, went to a hospital on March 22, 
1907, with all the symptoms of tabes. He 
had contracted syphilis twenty years previ- 
ously. Injections were given daily of 0.02 
centigramme of benzoate of mercury. In 
August he ceased to attend, but he returned 
on January 23, 1908, with severe mercurial 
stomatitis. He could open his mouth with 
difficulty; the tongue was swollen and the 
mucous membrane of the mouth was tur- 
gid, ulcerated, and covered with saliva, 
which flowed away continually. He had 
been treated for two months in another 
hospital and had been given nine injections 
of gray oil. After the seventh the gums 
became painful, and the pain increased 
after the eighth. Nevertheless the ninth 
injection was given. The injections were 
properly administered and there was no 
albuminuria. The tabetic symptoms were 
scarcely affected. Frequent lavage of the 
mouth with oxygenated water, painting the 
ulcers with tincture of iodine, and iodo- 
tannic syrup internally were prescribed. 
The stomatitis improved a little, but sud- 
denly on February 11 it assumed its former 
severity. A gramme of iodide of potassium 


was prescribed daily. On the following 
day, when the inflammation was reduced 
a little, a grayish gangrenous ulcer could 
be seen on the mucous membrane on the 
right cheek, which extended on one side 
to the gum and border of the tongue, and 
on the other side to the palate. In the 
position of the molar teeth, which were 
absent, was a grayish sequestrum of the 
inferior maxilla. In the right submaxillary 
region was a hard swelling which extended 
on the external surface of the jaw. The 
urine contained a trace of albumin and a 
very small quantity of mercury. 

The presence of the latter more than a 
month after the cessation of the injections 
showed that there was still a source of 
intoxication. In the right buttock a nodule 
was found which evidently contained a 
supply of mercury. On the 27th this was 
removed, and the submaxillary swelling 
was incised, which caused the escape of 
serosanguineous fluid from the edematous 
tissues. The incision was sutured and 
drained. Slow improvement followed. On 
March 25 and 26 two large sequestra were 
removed with forceps. Professor Gaucher 
pointed out the special danger of injection 
of gray oil as compared with injections of 
more soluble preparations. The mercury 
might accumulate and then suddenly under- 
go absorption, with disastrous results. Thus 
in a case recorded by M. Letulle 21 injec- 
tions were given almost weekly during a 
period of four months. Only after an 
interval of twenty days did the last injec- 
tion provoke fatal stomatitis. In a recent 
case reported by Professor Gaucher to the 
Société de Dermatologie 15 injections were 
given without interruption; then symptoms 
similar to those of the case related above 
occurred and terminated fatally. The 
special form of mercurial stomatitis pro- 
duced by injections of gray oil has, accord- 
ing to Professor Gaucher, the following 
characteristics: It begins like an ordinary 
generalized stomatitis, then the severity of 
the symptoms diminishes and the stomatitis 
becomes localized, and necrosis occurs at a 
point in the maxilla over which the soft 
parts ulcerate and slough. The bone and 
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the tissues covering it swell and submaxil- 
lary induration is formed. If improvement 
does not occur and gangrene extends to- 
ward the pharynx and trachea, edema of 
the glottis results, and tracheotomy becomes 
necessary. Death from general infection, 
bronchopneumonia, or hemorrhage from 
ulceration of vessels follows. 

The fact that these serious consequences 
may and not infrequently do follow the 
injection of soluble mercurials should make 
us hesitate a long time before using them, 
particularly in view of the fact that equally 
good results may usually be obtained by 
other methods. The soluble mercurials are 
much safer than the insoluble ones, but we 
doubt the wisdom of the hypodermic use 
of mercury in any form as a routine 
method of treatment. It had better be 
reserved for those cases in which there are 
special indications for it. 





ADRENALIN IN HYPEREMESIS 
GRAVIDARUM. 

STEPHEN REeEBAuDI, of Bossi’s clinic at 
Genoa (Centralbil. fiir Gynék., No. 44, 
1909), after referring to the good results 
obtained from the use of adrenalin by local 
application to the nasal mucous membrane 
in the treatment of vomiting during preg- 
nancy by Freund, Zanfrognini, Silvestri, 
Chidichimo, and others, narrates the case 
of a woman who, during her first pregnan- 
cy, suffered various unpleasant disturb- 
ances. The last menstruation took place 
on October 25, 1907, and was not so free 
as the previous ones. After about a week 
the pregnancy disturbances commenced, and 
gradually so increased in intensity that the 
patient had to be treated by the writer. The 
symptoms were a general feeling of indis- 
position, of extraordinary tiredness, of as- 
thenia of the muscles, disinclination to fol- 
low her usual domestic occupations, melan- 
choly, and an exaggerated feeling of worry. 
In addition to this the patient suffered from 
frequent headaches, vasomotor disturb- 


ances, reduction of appetite, slow and dif- 
ficult digestion, chronic constipation, ptyal- 
Then nausea often occurred, and 


ismus. 





THE THERAPEUTIC GAZETTE. 


later vomiting. From November 27 on- 
ward all these symptoms became worse. 
The vomiting was more frequent, so that 
the patient had to have medical help. An 
improvement occurred after the use of the 
usual remedies indicated in these circum- 
stances, but the attacks of vomiting recur- 
red and very violently. Various remedies 
were tried, but without success, and the 
vomiting became extremely frequent, so 
much so that the patient could not even 
keep a drop of water down. Nutrient ene- 
mas and soothing cures per rectum were all 
of no avail, and after consultation with a 
specialist it was decided to interrupt the 
pregnancy. At this stage the author was 
called in to operate, but he obtained the 
permission of the family to try his treat- 
ment, of which he reports in the following 
terms: 

“Of the former treatment I only ad- 
hered to the feeding by injections and pre- 
scribed 20 Cc. adrenalin solution 1 in 1000, 
Parke, Davis & Co., of which 20 drops were 
to be taken daily, 10 in the morning and 
10 in the evening. The first three days I 
administered per rectum 150 grammes wa- 
ter with 20 drops laudanum, the next days 
per os a few cubic centimeters of ice water. 
This treatment not only caused no trouble, 
but the therapeutic result was so excellent 
and rapid that the family were agreeably 
surprised. After two days the continuous 
vomiting disappeared, and gradually the 
single attack of vomiting grew less, so that 
on the third day the patient was able to 
take a little ice-cold food through the mouth 
and to keep it down. On the fourth day 
nourishment was increased in quantity and 
quality; on the sixth day from the com- 
mencement of the cure the choking sensa- 
tion and the morning sickness had entirely 
disappeared. At the same time the general 
condition of the patient was considerably 
improved. On the eleventh day I reduced 
the daily adrenalin dose to 10 drops and let 
these be taken for nine days. No disturb- 
ances occurred, and the general condition of 
the patient seemed perfectly satisfactory, 
the appetite excellent, digestion perfect, 
bowels regular, and stools considerable, 
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progressive increase in weight, speedy re- 
covery of the forces, so that the patient was 
not only able to leave her bed, but to at- 
tend to her domestic work and to go out 
again. She remarked no disturbances in 
the genital apparatus, and the uterus regu- 
larly increased in volume. Toward Feb- 
ruary 25 the patient observed some nausea, 
with choking sensation, headache, slight 
vasomotor disturbances ; all these symptoms 
disappeared again immediately after five 
administrations of 10 drops of the adrena- 
lin solution per day.” 

In conclusion, it may be said that where 
every cure proved unavailable and as a 
last resort the interruption of the pregnancy 
seemed absolutely necessary, adrenalin in 
tiny doses brought health without causing 
the mother the slightest trouble, and with- 
out harming the fetus, which developed 
regularly— British Medical Journal, Nov. 
20, 1909. 





NOTE ON THE USE OF SCOPOLAMINE- 
MORPHINE COMBINATION AS 
AN ANESTHETIC ADJUNCT. 

THOMSON and COTTERILL in the Edin- 
burgh Medical Journal for December, 1909, 
as the result of their observations believe 
they are justified in drawing the following 
conclusions: 

1. That as the result of giving either the 
single or the three preliminary doses, one 
does away with fear as a source of danger 
in the performance of an operation. There 
can be no doubt that the condition caused 
by fear is one which predisposes a patient 
to sudden syncope, which is accountable, at 
least to a very considerable extent, for the 
cases of sudden death which form so large 
a proportion of the casualties which take 
place during the administration of chloro- 
form. They desire to lay emphasis on this 
point, as they consider it one of the greatest 
importance. If due care be taken it is 
possible in the majority of cases to admin- 
ister the anesthetic without the patient 
waking from sleep. Even in hospital, 


where the conditions could not be the most 
favorable as regards quiet, a large per- 
centage of the patients had no recollection 
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afterward of having been removed from 
the ward. 

2. That the amount of anesthetic required 
is small. This is undoubtedly true, and, of 
course, the more the drugs are pushed, the 
less will be the amount of chloroform or 
ether required. In very many of the cases, 
after the preliminary incision had been 
made, no further application of the anes- 
thetic was necessary; in the remaining cases 
a whiff of chloroform had to be given from 
time to time during the continuance of the 
operation, or small quantities of ether were 
applied continuously by the open method. 
They also mention that in no case in which 
the anesthetic had been removed at an early 
stage in the operation had they noticed the 
patient suffer from shock, even though the 
operation was a serious one—such as the 
amputation of an arm or leg. While 
acknowledging that there are undoubted 
advantages in the smaller amount of anes- 
thetic required, they want to urge very 
strongly that the case for or against the 
use of this method does not rest only on 
this question; even in those cases in which 
the patient, at the time of operation, does 
not apparently react well to the drugs, and 
in which a considerable amount of anes- 
thetic has to be used, they still can look 
for the other advantages which they claim. 

3. That owing to the fact that the mucous 
and salivary secretions are to a great extent 
inhibited by the drug, the trouble caused 
by the excessive secretion which so fre- 
quently accompanies the administration of 
ether or chloroform is avoided. 

4, That as regards sickness, both during 
and after the operation, the results are 
particularly good. 

5. That the patients sleep on for several 
hours after the operation, and are thus 
spared a great deal of pain and discomfort 
from which they would otherwise suffer, 
which factors, when present, cannot fail 
to aggravate any condition of shock from 
which the patient may be suffering. 

Though they have not had an opportu- 
nity of testing the combination in this par- 
ticular way, the authors suggest that its 
use previous to operations conducted under 
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local or spinal anesthesia would overcome 
a disadvantage, possibly not sufficiently 
recognized, namely, the mental effect upon 
the patient resulting from his being acutely 
conscious that he is being operated on. 

In conclusion, they further suggest that 
the use of this method—+.e., scopolamine 
and morphine followed by chloroform or 
ether—reduces very considerably the 
dangers and difficulties dependent on the 
administration of a general anesthetic. 





STROPHANTHUS. 


In the Edinburgh Medical Journal for 
December, 1909, Boyp in writing on this 
topic asks the question: Are we to use 
strophanthin, administering it by hypoder- 
mic injection or intravenously? Since the 
intravenous method was first introduced by 
Frankel as a therapeutic measure in 1906, 
it has been used fairly freely, and a num- 
ber of papers have been published giving 
experiences. 

It is essential for the safe and satisfac- 
tory use of such a powerful drug by intra- 
venous injection that we should have 
chemical purity and exactitude of dosage. 
Heffter has examined a number of stro- 
phanthins which are at present on the 
market. He finds great difficulty in accept- 
ing the present chemistry of strophanthus. 
Strophanthin should be the glucoside ob- 
tained from the dry ripe seeds of Stro- 
phanthus Kombé, freed from the awns, but 
the commercial seed usually contains the 
seeds of other species in addition to those 
of Strophanthus Kombé. The commercial 
strophanthins in the amorphous form show 
considerable differences both in their chem- 
ical and pharmacological properties, which 
would seem to indicate that their intra- 
venous use must be conducted with the 
greatest care. Heffter found from phar- 
macological observations on animals that 
Merck’s strophanthin was one and a half 
times stronger than that of Boehringer or 
of Schuchart. Obviously, therefore, an 


intravenous dose of one might be safe, 
while the same dose of the other might 
produce dangerous toxic symptoms. 


The 
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author considers it is fortunate that, so 
far, there have been so few fatal results— 
eight have been collected by Liebermeister. 
Boehringer strophanthin, which has been 
widely employed, consists of a mixture of 
two glucosides, which give a different color 
reaction when treated with sulphuric acid. 
The strophanthins of S. Kombé and S. 
hispidus give a powerful green reaction, 
while the S. Arnoldianus gives a pink 
reaction, and is not regarded as poisonous 
by the African natives. A mixture of 
these glucosides Heffter does not regard 
as applicable for intravenous injection. 
Liebermeister regards strophanthin as a 
cardiac remedy of extraordinary effective 
action, though there are cases in which it 
seems to fail. When the heart does not 
respond, he considers it inadvisable to force 
the dosage. When the heart responds to 
intravenous injections of strophanthin in a 
dosage of 0.5 to 1 milligramme, the action 
appears in from one minute to half an 
hour, showing itself by the increased am- 
plitude and diminished frequency of the 
pulse. In many instances it is claimed 
that one injection without any other cardiac 
remedy is all that is required for the 
reéstablishment of compensation in un- 
compensated cardiac disease. The action 
of the injection usually continues for sev- 
eral days. A second injection produces a 
prompter and more enduring effect. 
Pennesi reports ten cases treated by 
intravenous injections. The result he 
praises in the highest degree in cases of 
want of compensation with relatively 
healthy myocardium. He finds the injec- 
tions more efficacious than the oral admin- 
istration of any of the other members of 
the group of cardiac tonics. No result, 
however, was got where the oral adminis- 
tration of digitalis had failed, and if the 
first injection failed to give beneficial 
action, it was found of little use to repeat 
it. As a rule the action was rapid, but in 
some instances it only appeared after one 
or two days. Lust finds that every severe 
heart insufficiency which has not yielded 
to digitalis can be favorably influenced 
through strophanthin injections in a few 








REPORTS ON 


minutes. Sometimes a second injection is 
necessary in twenty-four hours. In severe 
cases, in which there is myocardial break- 
down, small doses should be given more 
frequently than once in twenty-four hours. 
There are a number of other papers on the 
subject. 

The view is somewhat different when 
looked at from the side of French litera- 
ture. M. Catillon, discussing strophanthin, 
admits the existence of only two forms of 
therapeutic value, one obtained from S. 
Kombé and one from S. glaber and S. 
gratus, the latter identified by Arnaud as 
ouabaine. There are many commercial 
amorphous strophanthins obtainable in 
Germany which one might describe as 
secret remedies. . Those used in France 
are pure crystallized products. Mayer con- 
cludes that the intravenous injection of a 
cardiotonic medicament is a dangerous 
method of treatment, and the general 
opinion of speakers at the Medical Society 
of Geneva was in accordance with this 
view. Mayer points out that patients 
suffering from chronic nephritis, serious 
changes in the coronary arteries, or grave 
deterioration of the myocardium, are par- 
ticularly bad subjects for the intravenous 
injection of cardiotonic drugs. He finds 
that if the first injection has not sensibly 
modified the clinical conditions it is dan- 
gerous to repeat it. 

The writer’s experience of the intrave- 
nous injection of amorphous strophanthin, 
though too limited to be of much value, 
has not been entirely satisfactory. Im- 
mediate beneficial results have not been 
a marked feature, and in one case the 
injection was followed by a severe, though 
transient, phlebitis, necessitating the hypo- 
dermic use of morphine to alleviate the 
pain. 

One may conclude from a study of the 
literature that the intravenous administra- 
tion of strophanthin is a procedure which, 
in the present state of our knowledge of 
strophanthin, should be reserved for grave 
emergencies, and that while the technique 
is simple there are disadvantages and dan- 
gers attending its administration, which 
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would lead one rather to adopt the intra- 
muscular method of administration when 
immediate action was not essential. 





THE TREATMENT OF PLACENTA 
PREVIA. 

A. H. Brit in the Cleveland Medical 
Journal for December, 1909, states that 
there are now, and probably always will 
be, a number of different lines of treat- 
ment for placenta previa, depending upon 
the individual case, the surroundings of the 
patient, whether she can be constantly 
under observation, whether the child is 
alive or viable, and the variety of placenta 
previa. 

It is always advisable that these cases 
be treated in a hospital if possible, where 
the patient may be constantly under obser- 
vation. That placenta previa is a frequent 
cause of abortion is a matter of consider- 
able doubt. According to Hofmeier, who 
gave particular attention to placenta previa 
and spent much time in its study, it must 
be a very infrequent cause of abortion. 
At any rate, in the great majority of cases 
we are called upon to manage a placenta 
previa after the beginning of the eighth 
month. 

The method advised by Lusk and 
adopted by other well-known obstetricians, 
of inducing labor as soon as the diagnosis 
is made, is of course without any consider- 
ation for the child, but may be necessary 
in those cases in which there is a very 
profuse hemorrhage at first and when the 
patient cannot be under observation. But 
very often the first hemorrhage will sub- 
side under proper treatment with rest in 
bed, and in this way the pregnancy be 
prolonged until the chances of delivering 
a living child are improved. However, in 
carrying out this plan of tiding the patient 
over as nearly as possible to full term she 
should be in a hospital and under constant 
observation. 

If rest in bed does not prove sufficient 
to stop the hemorrhage, or if a marked 
hemorrhage recurs while the patient is in 
bed, we must proceed to other measures 
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which, unfortunately, of necessity, termi- 
nate the pregnancy. 

Of the older methods used for this pur- 
pose may be mentioned first that of pack- 
ing the cervix and vagina with gauze. The 
object of this is to check the bleeding and 
at the same time to bring about softening 
and dilatation of the cervix. To be efficient 
the packing must be put in very tightly, 
preferably under an anesthetic. Before 
labor and during the early part of labor 
this is very useful as a temporizing pro- 
cedure—e.g., when the patient is to be 
removed to a hospital, or when her condi- 
tion is such that immediate delivery is not 
deemed wise, allowing time to get the 
patient into a better condition for delivery. 
Often when the gauze is removed we find 
that the os is somewhat dilated, but usually 
it is necessary to complete the dilatation in 
some other way. But during this dilata- 
tion more and more of the placenta is 
separated, and consequently the supply of 
oxygen to the child, which we may call its 
respiration, is cut off, resulting in a high 
fetal mortality. At the same time more or 
less bleeding takes place, and often it is 
necessary to remove the packing and to 
repack, during which procedure more 
blood is lost. Dtihrssen advises against 
packing after rupture of the membranes 
on account of the danger of internal hem- 
orrhage. The mortality for the mother 
when this method was used extensively has 
been put at about 30 per cent by the vari- 
ous writers, while the mortality of the 
child was 60 per cent. The high maternal 
mortality was due in a considerable degree 
to the fact that the os was not fully dilated 
after removal of the gauze and the child 
was dragged through rapidly in order to 
save its life, resulting in deep lacerations 
of the soft, vascular cervix, and conse- 
quently there was dangerous postpartum 
bleeding. As a means of bringing about 
dilatation of the cervix this cannot be said 
to be an advisable procedure, although as 
a temporizing measure it is invaluable. 

As long as the membranes are intact 
more and more of the placenta is separated 
with each pain, and so new vessels are 
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opened up and increased bleeding results. 
Rupture of the membranes allows the pla- 
centa to retract with the lower uterine 
segment instead of separating from it, 
lessens the contents of the uterus and thus 
favors closing of the uterine vessels, and 
incites better contractions. It also allows 
the presenting part to enter the cervix and 
by its pressure to check the bleeding. This 
method is in a very limited number of 
cases sufficient and offers good results. 
Conditions essential for its use are: a nor- 
mal presentation, the presence of normal 
labor pains, and the existence of only a 
lateral placenta previa or a so-called low 
implantation of the placenta. The chief 
objection to this method has been that if 
there is continued bleeding after rupture 
of the membranes it is harder to do any- 
thing else—e.g., it is harder to do a version, 
and packing is more uncertain in its effi- 
ciency. The cases in which there is 
continued bleeding after rupture of the 
membranes are, however, those in which 
there is a high-grade placenta previa, and 
so this objection really lies in the improper 
selection of cases for this method. Miller 
reports 41 cases in which this method was 
adopted, with a maternal mortality of 34.1 
per cent and a fetal mortality of 65.8 per 
cent. Rosahl reports 8 cases with no 
maternal mortality and a fetal mortality of 
50 per cent. 





THE VALUE OF SILVER NITRATE, 
PROTARGOL, AND ARGYROL IN 


THE TREATMENT OF CATAR- 
RHAL AND MUCOPURULENT 
CONJUNCTIVITIS. 

BRIDE in the Medical Chronicle for De- 
cember, 1909, reaches the following con- 

clusions: 

Silver nitrate is the most valuable drug 
we possess for the treatment of acute 
catarrhal conjunctivitis, but its use is nega- 
tived except in severe cases on account of 
the extreme pain it causes. 

Argyrol is a better preparation of silver 
than protargol because its application does 
not cause pain. Argyrol should therefore 
be given the first place; should it fail 











protargol should be tried, and if it is not 
successful silver nitrate must be resorted 
to. It is best to use the last named drug 
in all severe cases in which there is much 
pain and inflammation, as although the 
pain is increased for a time it is ultimately 
greatly relieved. 

Protargol and argyrol do not contain 
any inorganic silver. 

The silver content in the solutions of 
silver nitrate, protargol, and argyrol used 
does not bear any ratio to their clinical 
value. 

It would seem that the bactericidal action 
of silver nitrate and protargol is not of 
importance, since argyrol, which is not 
bactericidal, is a slightly better preparation 
than protargol, which is bactericidal. 

Silver nitrate is a powerful caustic. 
Protargol and argyrol do not possess any 
caustic action; the former appears to exer- 
cise a mild irritant action when acting for 
a long period. 

It is therefore possible that silver nitrate 
owes its speedier action to its caustic 
property. 


A SHORT CRITICISM OF THE 
SO-CALLED “RATIONAL 
PUERPERIUM.” 

In the course of an article on this sub- 
ject in the British Medical Journal of 
November 20, 1909, Hicks reminds us 
that for some time past many German sur- 
geons and obstetricians have been recom- 
mending early rising on the second or third 
day following abdominal operations and 
labor. Professor Kroenig has practiced 
this early rising during the puerperium for 
more than two years. He admits that 
many of us keep our abdominal section 
cases in bed for too long a period, but he 
feels convinced that the ten to fourteen 
days’ rest in bed during the puerperium 
is not only right but rational. He thinks 
Dr. Haultain’s arguments in favor of early 
rising are far from convincing. He first 
mentions a few social reasons in favor of 
early rising, and says that multiparous 
patients spoke in eulogistic terms of it in 
comparison with their former experience. 
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This may well be, because to them such 
treatment was a novelty, and the public, as 
a rule, likes something which they imagine 
to be new. On the other hand, one finds 
that women of the poorer classes complain 
commonly of having been forced to get up 
on the third or fourth day on account of 
domestic affairs, and they frequently date 
their uterine trouble from this period. 

The author does not believe that many 
women will agree with Dr. Haultain’s 
patients that the ten days of rest is irk- 
some to a degree, nor is it the rule for 
women to look upon their puerperal rest 
as either “invalidism or penal servitude.” 
In his experience the majority of puerperal 
patients lie in bed after the birth of the 
child in a contented and happy frame of 
mind, while the uterus and surrounding 
structures undergo involution, and _ the 
process of lactation becomes established. 
It is true that labor and the puerperium 
are physiological processes, but this state- 
ment requires qualification. It would be 
more accurate to describe the puerperium 
as an extraordinary physiological process 
which, on account of the profound altera- 
tions in the local and general condition of 
the patient, may become immediately or 
remotely pathological. If this be not so, 
what is the use of the presence of the 
doctor? Now, considering that these pro- 
found changes are taking place during the 
puerperium, we have to place our patient 
in the best position to help nature, and to 
avoid the many pathological incidents that 
may arise. 

Dr. Haultain and some of the German 
authorities would have us believe that the 
upright position will not only help a normal 
puerperium, but will also prevent displace- 
ments and even benefit septic uterine con- 
ditions by affording better drainage. The 
author is quite convinced that there is no 
real evidence that the lying-in period dur- 
ing the puerperium should be curtailed or 
altered in any way; and, further, that the 
position of rest for ten or fourteen days 
is the best means of aiding the natural 
physiological processes at work during this 
time, and that it also lessens the likelihood 
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of incidental pathological complications. 
Dr. Haultain has given several specific 
examples in support of early rising. First, 
he says that by getting the patient up the 
active movements of the abdominal wall 
quickly increase the tone of the muscles, 
and therefore increase the intra-abdominal 
pressure, which he thinks of great import- 
ance in relieving venous engorgement and 
preventing constipation. In opposition to 
this theory the author maintains that the 
abdominal walls will undergo involution 
just as well while the patient is lying in 
bed, for in spite of all theories to the con- 
trary, the one great method of relieving 
congestion and venous engorgement of the 
lower abdominal viscera is to place the 
patient in the natural position of rest— 
namely, recumbent. Moreover, if the 
patient is allowed to be in the upright 
position on the second or third day, the 
abdominal muscles will have to bear the 
weight of a large uterus together with all 
the mobile abdominal viscera while they 
are yet in a slack and softened condition. 
This pressure must cause permanent 
stretching and pendulosity, and it seems to 
the author that the useless obstetric abdom- 
inal binder would in this case be of some 
small use. In the recumbent position the 
abdominal muscles undergo a quiet and 
passive involution, unmolested by the 
weight of the viscera above, and aided to 
a small degree by active respiratory move- 
ments. The author believes that rest, good 
food, and a happy state of mind will do 
more to prevent pendulosity and visceral 
proptosis during the involution changes of 
the puerperium than any small amount of 
tone that can be acquired in six or seven 
days of indifferent active muscular move- 
ments in the upright position. In ten to 
fourteen days profound physiological 
changes take place which render the ab- 
dominal walls able to withstand the visceral 
pressure of the upright position, let alone 
the fact that the uterus at the end of this 
period has sunk below the level of the 
pubes, and therefore no longer throws its 
weight upon the abdominal walls. 


THE THERAPEUTIC GAZETTE. 


HEART MASSAGE IN HEART FAILURE 
DURING ANESTHESIA. 


In the Proceedings of the Royal Society 
of Medicine for December, 1909, Orr has 
this to say of massage of the heart: 

Of the several methods of restoring the 
beats of a stopped heart, massage alone 
appears to be justified by the results of its 
employment in arrest occurring under the 
influence of anesthetics. The route by 
which access to the heart is obtained is 
either the thoracic, the subdiaphragmatic, 
or the transdiaphragmatic. By the thoracic 
route life has been restored in two in- 
stances out of a considerable number of 
cases. The time taken in opening the chest 
and pericardium, the danger of causing 
a pneumothorax, and other injuries are 
sufficient objections to the employment of 
this route, except where the heart is 
already exposed in the course of the orig- 
inal operation. The transdiaphragmatic 
route, from the abdominal cavity through 
the fibers of the diaphragm into the peri- 
cardial sac, has up to now been unsuccess- 
ful. There remains the subdiaphragmatic 
method—where the hand in the abdominal 
cavity strokes or compresses the heart with 
the diaphragm intervening. There have 
been at least ten successes by this method 
out of a considerable number of cases, and 
it may be submitted that this route is the 
only justifiable one. Where an operation 
wound already exists in the abdomen the 
course is clear, unless sepsis or firm ad- 
hesions bar the way. Where there is heart 
failure before the operation has begun, or 
in the course of an operation elsewhere 
than in the abdominal cavity, an abdominal 
incision should be made in the epigastric 
region, either median or in the “linea 
semilunaris,” either of these being prefer- 
able to the curved incision along the left 
costal margin. The use of india-rubber 
gloves, or their removal if already soiled, 
and the rapid disinfection of the skin with 
some such antiseptic as tincture of iodine 
are details which make for the successful 
issue of the operation. Having introduced 
the hand between the left lobe of the liver 
and the diaphragm, pressure or stroking 
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movements may be made with the palmar 
aspect of the fingers over the abdominal 
aspect of the pericardial attachment to the 
diaphragm, while some counter-pressure 
may be made by the other hand outside 
the parietes. If these maneuvers be done 
rapidly and the reaction of the heart be 
prompt, there need be but momentary ces- 
sation of artificial respiration. In the case 
brought forward this was so, but in more 
protracted stoppages tracheotomy or intu- 
bation, with insufflation of air or oxygen, 
is necessary to insure blood oxygenation 
without interference with the massage. 
The rate at which the heart expands and 
contracts is usually slow at first, and the 
pressure or stroking movements should aim 
at synchronizing with the systole. When 
the beats become established there may be 
a period of tachycardia before the normal 
rate returns. 

The mode of action of this massage is 
no doubt complex. There seems to be no 
doubt that mechanical stimulation plays 
some part in exciting heart contractions. 
Mechanical stimulation of the diaphragm, 
too, may cause a contraction of that 
muscle. This may induce an inspiration, 
and this in turn may initiate spontaneous 
respiration. Another suggested effect of 
massage is the emptying of an overdis- 
tended heart, but in the observed cases of 
heart failure under anesthetics this condi- 
tion did not appear to be present. 





VACCINE TREATMENT OF CASES OF 
STAPHYLOCOCCIC INFECTIONS. 
At the conclusion of a report on this 

subject in the British Medical Journal of 

January 22, 1910, Becc says his views may 

be briefly summarized as follows: 

1. That vaccine treatment is of great 
service in most staphylococcic infections. 

2. That staphylococcic skin lesions, how- 
ever chronic, are curable by its means. 

3. That in many cases estimation of the 
opsonic index is unnecessary. 

4. That the best results are only obtained 
by the use of autogenous vaccines. 
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SOLID CARBON DIOXIDE AS A THERA- 
PEUTIC AGENT. 

In the course of an article on this topic 
in the New York State Journal of Medi- 
cine for January, 1910, GoTTHEIL tells us 
that carbon dioxide in the form of a com- 
pressed gas is now a common commercial 
product, being extensively used in soda- 
water fountains to carbonate water, as a 
source of pressure for beer pumps, and 
even for such purposes as the inflation of 
automobile tires. There are a number of 
factories in New York that supply it, and 
it can probably be obtained in any large 
city. From this compressed gas the physi- 
cian or the pharmacist must prepare the 
solid material; this latter, though stable 
enough for purposes of use, cannot be kept 
for more than a few hours at the most. 
At the hospital they get it in 20-gallon 
tanks, which is the size supplied to the soda 
fountains. There is a smaller size made of 
copper for automobilists; it looks better in 
the office, but it contains very little gas, is 
soon exhausted, and costs very much more 
than the steel tanks. The tanks can be 
kept in a cupboard, out of the way. It is 
the author’s custom to keep his supply in 
the basement or cellar, drawing the dioxide 
as required. The gas in the tanks is, of 
course, under very considerable pressure ; 
but the cylinders are tested to a much 
higher pressure and, in the author’s belief, 
are perfectly safe. They are transport- 
able, and can doubtless be shipped, so that 
there should be no difficulty in getting a 
supply anywhere. The price is very low, 
some 8 cents a gallon; and as a 20-gallon 
tank suffices for many drawings, the ex- 
pense of the material is nominal. In the 
city the tanks are delivered free and are 
not charged for; out of town, of course, 
express charges, etc., would have to be 
paid. 

Being manufactured on a large scale it 
is not surprising that the tanks are found 
to be by no means uniform. Though sup- 
posed all to contain 20 pounds of the gas 
they vary a good deal in contents. It is 
impossible to say just how much gas can 
be drawn from a given tank; sometimes 
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they seem almost inexhaustible; at other 
times a few drawings seem to empty them; 
and once or twice the author asserts he 
has gotten tanks that contained no gas at 
all. There are two possible causes for this. 
Very accurate vent fittings are of course 
required for a gaseous material under such 
pressure, and small leakages may occur in 
tanks that have been long used and repeat- 
edly refilled. The loss would not be notice- 
able where the dioxide is used com- 
mercially in a few days; but where, as in 
medical use, a tank may stand for weeks 
or months unemployed, it may be com- 
pletely emptied. Besides this it is probable 
that occasionally, from careless office or 
factory methods, an empty returned tank 
is sent out again as a full one. It is a 
good plan to test a tank immediately on 
its receipt, and to see that it is full and the 
valves are tight. It is also well to have 
a pressure gauge attached to the cylinder, 
so that the holdings of the tank can be 
ascertained at any time; this the physician 
will have to buy, but it is not an expensive 
appliance. It is not necessary to have it 
at all when the factory is accessible; a new 
cylinder can be gotten in an hour or two 
if required. The author simply keeps two 
cylinders on hand wherever he uses the gas 
—one that he draws from, and one that 
has not been tapped. As soon as the first 
one runs out he orders a new one; thus 
holding a full one always in reserve. 
There is a certain amount of water in 
each cylinder which must be removed be- 
fore the gas is drawn. If this is not done 
the formation of rust-stained water ice at 
a temperature of about 0° C., or of a mix- 
ture of that with the dioxide, results. This 
material, of course, is useless. A new tank, 
therefore, must be partially inverted, so 
that the vent is lower than the body, and 
the water allowed to drain off before 
attempting to get the material for thera- 
peutic use. The small amount of gas that 
is lost in doing this is of no importance. 
Drawing the Material_—This is entirely 
a matter of appropriate and careful tech- 
nique. Failure may be expected in one’s 
first attempts; but with practice a solid 
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mass of almost any desired size and shape, 
and of varying hardness and temperature, 
can be obtained. 

The first experimenters simply allowed a 
stream of the escaping gas to impinge upon 
the part to be treated, and did not attempt 
to employ the solid material at all. The 
process was slow, the temperature was not 
low, and the congelation not as effective 
as that obtainable, for instance, from ethyl 
chloride. Then the gas was permitted to 
escape in a folded towel, the pressure re- 
sulting in the formation of a certain 
amount of loose carbon dioxide snow. This 
was placed on the area to be treated, and 
allowed to evaporate there. It is appar- 
ently still the method used in Europe; but 
it is ineffective, inasmuch as congelation 
is incomplete and transitory, and none of 
the deeper-reaching effects obtainable by 
pressure can be gotten; daily applications 
are made for prolonged periods. 

An improvement in technique consisted 
in the rapid molding of this snow with the 
protected fingers into harder masses or by 
packing it into glass or metal tubes with 
funnel mouths and a rammer. In this way 
a fairly hard cylinder of compressed snow 
is obtained; but the resultant material is 
not satisfactory. It disappears very rapidly, 
especially when applied under pressure ; but 
the chief objection to it is that only smaller 
rod-shaped pieces are obtained, and that 
larger hard masses that can be kept for 
some time and that can be cut and shaped 
to fit uneven or curved surfaces cannot be 
gotten. Inasmuch as it is desirable to be 
able to treat as large an area as possible 
at one time rather than to attack small 
circular areas at repeated intervals, better 
methods of obtaining the material in suit- 
able form were desirable. 

Attempts were then made to utilize the 
tank pressure itself to pack the solid di- 
oxide into an ice mass, and with fairly 
good results. Applications consisting essen- 
tially of sections of gas-piping hinged on 
the side, to be screwed tightly onto the 
vent, and from which the solid cylinder 
could be removed by opening the tube, have 
been devised. A much harder mass is 
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gotten in this way, and in large cylinders; 
but their size is still limited to the size of 
the piping, and larger surfaces cannot be 
covered; and it is further necessary to 
wait for some time after drawing the 
material until it melts sufficiently to be 
detachable from the metallic tube in which 
it is contained. 

By the method that the author details 
solid carbon dioxide can be readily gotten 
of any degree of hardness even up to 
excessive brittleness, and of any desired 
size, so that an area of several square 
inches can be covered at once if required. 
And this material is of such consistency 
that it can be shaved and whittled into any 
desired shape; it can be made into a long 
rod as thin or thinner than a slate-pencil 
for the treatment of less accessible areas, 
as the inside of the auricle, or the mouth, 
or it can be fitted to irregular surfaces 
like both sides of the bridge of the nose, 
the the interdigital 
clefts, etc. Moreover, the material being 
obtained in large and solid masses, it will 
last for hours under suitable conditions, 
and it can be drawn anywhere and taken 
to where it is to be used. Wrapped in 
paper and put in the ice-box or out-of- 
doors in cold weather, it lasts four to six 
hours; in a thermos bottle it might last 
days. No apparatus further than a couple 
of towels and bandages is needed. 

The screw-cap over the vent having been 
removed, a towel folded so as to form a 
cylinder with a hollow the size of the mass 
required is firmly bandaged onto the vent. 
There is no limit to the size or shape of 
the hollow receptacle thus made; the author 
usually has his twice the thickness of a 
broomstick in diameter and four or six 
inches in length, so that he has a good 
handle to work with. If a large, flat mass 
is needed the receptacle is shaped accord- 
ingly. A piece of chamois skin or blotting- 
paper may be used inside the towel or 
between its folds; the closer texture facili- 
tates the hard freezing of the outer layers 
of the mass, but this is not necessary. An 
important point is the very tight’ and 
thorough bandaging of the towel cone to 


malar prominences, 
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the neck of the vent. As much resistance 
to the gas pressure as is possible, together 
with a porous material that will allow the 
ice to freeze up in its interstices, is re- 
quired. The entire appliance is firmly 
closed and bound up with another bandage. 
Improper closure, and especially insufficient 
bandaging around the vent, permits the too 
rapid escape of the gas and inefficient pack- 
ing of the ice. 

The cylinder is then laid on a chair or 
table, partially inverted so that the vent is 
lower than the body of the container, and 
by means of the key and upper stop-cock 
the gas is allowed to run into the towel 
cylinder fairly slowly. There will be some 
escape of gas and snow under any circum- 
stances; but the less there is the more suc- 
cessful will be the drawing. If there is a 
large escape at any one point, and this is 
especially prone to occur around the vent, 
it must be reénforced with more bandag- 
ing. The gradual hardening and getting 
cold of the bandaged mass shows the filling 
of the cylinder with the solid material ; and 
the dioxide is frozen solid in the interstices 
of the containing towel, chamois, and ban- 
dages. There is now a mass of softer 
solid dioxide contained in a hard resistant 
envelope of frozen material, and this must 
be packed into ice. The stop-cock is now 
opened wider so that gas escapes in a series 
of short and violent jets; a distinct crack- 
ling of the mass shows that solid hard ice 
has formed. The tank is then closed, the 
bandage removed, and the solid dioxide ice 
is ready for use. It will always be found 
that the hardest part of the ice cone is that 
formed at the vent of the cylinder; hence 
that is the end to be employed when appli- 
cations of extended time and with pressure 
are to be made. 

Method of Application—tThe solid ma- 
terial is put into the required shape, care 
being taken to have an inch in length of 
the mass so molded, as it disappears rap- 
idly, more especially under pressure, and 
we are liable to treat an area larger than 
intended. An assistant to call off the five 
seconds is desirable to insure accuracy of 
timing, but is not necessary if the time- 
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piece is so placed that the operator can 
glance at it without being distracted from 
the application. 

The length of the applications, the 
amount of pressure used, the intervals 
between successive ones, are all factors 
that vary in the individual cases; and there 
is some difference between the practice of 
various operators. Any desired amount of 
reaction and subsequent effect can be ob- 
tained. We can make an application so 
light and so short that it is followed merely 
by an erythema, without distinct vesicula- 
tion, and with a return to normal in a 
short time. With a more vigorous and 
prolonged application there is distinct ves- 
iculation, as from a burn, with the ultimate 
formation of a very thin layer of scar 
tissue. With a very energetic application 
of the ice the entire thickness of the skin 
can be destroyed. 

In an ordinary application of medium 
intensity, say to an area of not more than 
a square inch, with moderate pressure and 
for some thirty seconds, the course of 
events is as follows: As the ice cone melts 
down the skin around it swells up slightly, 
so that when the application is over we 
have a snow-white solid congealed area that 
is depressed below the skin and is sur- 
rounded by an erythematous, hard, raised 
border. The congealed area rapidly thaws 
out from the periphery, and in a few min- 
utes it has disappeared. The treated area 
becomes red and swells up, and in half an 
hour or so vesiculation is distinct. The 
bleb is left to dry up of itself; no dressing 
is applied except when it is necessary to 
protect the lesion from injury; and in a 
few days it forms a dry crust. 

It has been Gottheil’s custom in the past 
to permit the crust to be spontaneously de- 
tached; and in ordinary cases that take 
moderately good care of themselves, this 
will do very well. Recently, however, he 
has seen some cases in careless and un- 
cleanly people in which infection occurred 
under the crust and suppuration and ulcer- 
ation took place. This, of course, occa- 
sioned an unnecessary amount of tissue 
destruction, and is undesirable in other 








ways. He therefore sees these cases, 
especially when the area treated is large, 
every few days, and removes the scab if 
it shows signs of infection or if he desires 
to make another application to the area. 

As stated above, the intensity and fre- 
quency of the application depend entirely 
on the nature of the lesion and the result 
that is aimed at. If it is superficial, as a 
pigmentary nevus, a port-wine stain, etc., 
a single application with moderate pressure 
for some thirty seconds will suffice; and it 
is usually desirable to wait several weeks, 
until all the effects have worn off, before 
deciding as to the necessity of a second 
application. Such treatment ought to leave 
no scar tissue at all, or at all events so 
small and superficial a veil of it that it 
requires an expert eye and a magnifying 
glass to detect it. The author asserts he 
has frequently removed pigmented and 
hypertrophied nevi, papillomata, etc., with 
the result that it was almost impossible a 
few months later to find their site. 

When, however, the tissue to be de- 
stroyed is deeper seated, involving the 
entire skin and possibly the subcutis, as in 
the various forms of rodent ulcer and 
epithelioma, senile warts degenerated or 
not, deeper vascular and hairy nevi, lupus 
of the erythematous and ordinary varieties, 
keloid, etc., destruction of most or the 
whole of the affected skin is needed, and 
the applications must be made with firmer 
pressure, for longer times, and more fre- 
quently. The author himself ‘has never 
exceeded two minutes for a single applica- 
tion, and he has done this in two parts, 
freezing for sixty seconds, allowing the 
part to thaw, and repeating the process. 
Others, however, have more than tripled 
that time without untoward results. Nat- 
urally, however, in serious cases, such as 
extensive and deep infiltrating cancers, etc., 
the reaction and swelling is much more 
severe, and the serum exudation is much 
greater; and the ultimate result is, of 
course, distinct scar formation. 

Besides this there are certain lesions that 
are either so extensive or so deep-seated 
that their complete destruction is either 
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impossible, or undesirable, or dangerous. 
Here the best that can be effected is to 
cover up or hide them as far as possible; 
such is the case with extensive subcutane- 
ous telangiectases or cavernous angiomata. 
By careful repeated applications of the 
dioxide ice a satisfactory covering veil of 
connective tissue can be obtained, with a 
texture hardly distinguishable from that of 
normal skin, and with as much thickness 
and contractile power as may be desired. 
This is in no sense, of course, a curative 
procedure, and yet it is a cosmetic process 
by which the more obvious and to the 
patient most distressing effects of these 
lesions can be concealed; and as such it 
has properly a place in our therapeusis. 
Subjective Results—As the dioxide is 
used either for the removal of distressing 
deformities or for the cure of obstinate 
and dangerous skin affections, the factors 
of immediate pain or subsequent distress 
on the patient’s part would be of minor 
importance, and might be mitigated by va- 
rious local anesthetic procedures. As a 
matter of fact, however, nothing of the 
kind has to be considered. The pain of 
the procedure is so very slight as to be 
entirely negligible in almost all cases; and 
the author makes this statement not only 
on the testimony of numerous patients, 
some of whom have had the application 
made scores of times, and on that of 
several of his assistants and a number of 
medical friends who have had various nevi 
and moles removed more for experimental 
than other purpose, but also on what has 
been observed in infants. It takes from 
five to ten seconds after the application is 
begun before the infant begins to cry; then 
it cries and struggles as it would under any 
procedure; but the crying soon dies into a 
whimper when the freezing passes off, and 
the baby thereafter shows only the evi- 
dences of very moderate discomfort. Under 
ordinary applications the patient is appar- 
ently as comfortable as ever half an hour 
after the freezing; with more extensive 


and deeper ones it may be more or less 
fretful and evidently uncomfortable for a 
day or so. 


The testimony of adults is to 
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the effect that the pain of the application 
itself is entirely negligible; that after the 
thawing there is more or less burning and 
throbbing, as after a burn; and that after 
two or three hours there is merely the dis- 
comfort incidental to the superficial and 
localized inflammatory reaction. The pain 
of the procedure is not much greater than 
that caused by local freezing with the ethyl 
chloride spray, which is itself used for local 
anesthetic purposes. The author asserts he 
has yet to meet the first patient who ob- 
jected to the process on account of the pain 
or discomfort that it occasioned. The only 
exception that he makes to these state- 
ments is where the area attached is over a 
superficial nerve, and especially where the 
nerve lies between the skin and the bone, 
as over the supraorbital nerve. Naturally 
there is greater pain here, and greater cau- 
tion in exerting counter-pressure must be 
observed. 

In treating the mucose with the ice the 
applications must be lighter and shorter, of 
course in accordance with the thinness and 
vulnerability of that membrane as compared 
with the skin. Where there are delicate 
organs near the area to be treated, certain 
special precautions to limit the effects of 
the cold must be taken. Thus in treating 
the lip a layer of dry cotton should be 
placed between it and the gum. When the 
eyelids are treated the structure should be 
drawn as far away as possible from the 
eyeball, and the latter protected in the same 
way as the gum. It is important that these 
structures, as well as the protecting cotton, 
should be dry, since otherwise the moisture 
in the interstices of the cotton and on the 
surface will freeze. On areas over superfi- 
cial nerve trunks the skin should be drawn 
away as far as possible, and too much 
counter-pressure should be avoided. These 
are all precautions, however, that will nat- 
urally suggest themselves in the different 
cases. 

Healing takes place under the dried scab 
of exuded serum and destroyed epidermis 
if it remains aseptic; if it shows signs of 
beginning infection it must be removed and 
a boric acid wet dressing or ointment 
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applied. In the great majority of cases, 
however, no dressing at all is used. 

The ultimate results have in almost every 
case been eminently satisfactory to the 
patient. In localized lesions with moderate 
applications there is practically no scar at 
all; the author has a number of cases in 
which the site of the former lesion can 
hardly be found. When there is visible 
scar tissue it is smooth, superficial, and soft 
to an extent that, the author states he has 
no hesitation in saying, is not attainable in 
any other way., 

Therapeutic Results—The author states 
he should not have ventured on this very 
minute detailment of the methods of em- 
ploying solid carbon dioxide had not daily 
experiences convinced him that its use con- 
stitutes a very important advance in our 
treatment of a number of common and 
usually very intractable affections. He does 
not hesitate to say that in affections of the 
skin it has a wider range of usefulness than 
the x-ray, that it will do more, and with 
greater certainty. Of course, it does not 
require an elaborate apparatus, and there 
are no fireworks to affect the patient’s and 
perhaps the doctor’s imagination. This is 
a disadvantage, or the reverse, according to 
our point of view. 

It is not the writer’s intention to attempt 
to detail cases here; he has already done 
so in part elsewhere. He simply states 
that the solid carbon dioxide is now used 
successfully in birthmarks of every variety 
and all sizes; in port-wine stains and angi- 
omata, superficial and deep; in pigmentary, 
hairy, and hypertrophic congenital deformi- 
ties of all kinds; and even in the cavernous 
angiomata. In leucoplakia and precancer- 
ous keratoses it has given better results 
than any other method; he states he knows 
of no way so good to remove the warty 
and possibly degenerating growths that are 
not uncommon on the hands of 4-ray 
workers. Rodent ulcer and _ superficial 
epithelioma can be apparently cured; and 
he says “apparently” advisedly, in view of 
his experiences with radiotherapy in this 
field. Its effectiveness in deeper infiltrating 
cancer of the skin is still sub judice; and 





the same is true of keloid and lupus vul- 
garis. It is entirely successful in the re- 
moval of senile warts, papillomata, and 
other smaller tumors of the skin. Gun- 
powder stains and other embedments of 
foreign matter in the skin can be removed 
by it. And in lupus erythematosus it is 
now the method of election. 

To use a commercial phrase, this is a 
large order; and yet the author thinks that 
it is rather an understatement than an ex- 
aggeration of the possibilities of the remedy. 





THE PHYSIOLOGY OF BLOOD- 
LETTING. 

As everybody knows, the treatment of 
disease by bloodletting has had an unusually 
checkered career through the whole history 
of medicine. After many ups and downs 
the practice probably reached its zenith in 
the hands of the famous French physician 
Broussais—whose doctrines and example 
met with such success in the first quarter 
of the nineteenth century that his profes- 
sional rivals asserted him to be responsible 
for as much bloodshed as Napoleon I.—and 
his pupil Bouillaud. Since their day, how- 
ever, the leech and the lancet have been 
less and less freely employed, till at the 
present time bleeding for the relief of acute 
disease is a comparatively rare event. No 
longer a matter of routine, or even of pre- 
caution, it is now habitually and perhaps 
unduly neglected. This neglect is no more 
than natural, for general treatment by 
bloodletting has always rested upon an 
a priori, or at best upon an empirical, basis. 
It has always lacked the support of con- 
firmatory evidence derived from physiolog- 
ical or pathological experiments upon ani- 
mals or man, and, in addition, it is little in 
sympathy with the naturalistic trend of 
modern methods of treatment. 

Yet not a few researches have been pub- 
lished within the last twenty years inci- 
dentally showing that the powers of 
resisting disease may be increased by the 
letting of blood at the proper moment. For 
example, Roux and Vaillard in 1893 proved 
that the bleeding of immunized animals 














might bring about a rapid increase in their 
production of antitoxins or antibodies, and 
since that date additional evidence to the 
same effect has accumulated from many 
sources, the experimental observations 
being made on rabbits, goats, horses, and 
others of the lower animals. But how far 
these results could be transferred to man, 
and to what extent the formation of anti- 
bodies in human beings could be promoted 
by bloodletting, are problems that have only 
recently been attacked directly, the evidence 
here being bound to come from the clinical 
rather than from the purely experimental 
side. 

Dr. Schroeder, of Copenhagen, has pub- 
lished an elaborate investigation into the 
variations brought about in the agglutinat- 
ing power of the serum by both small and 
large bleedings. In part his observations 
were made upon patients with entéric fever 
or paratyphoid fever, and in part on 
animals immunized by injections of cultures 
of bacillus coli or bacillus typhosus. He 
finds that in the case of the animals, when 
the development of the specific agglutinat- 
ing power due to the injection of the bac- 
teria has passed its maximum and begun 
to decline, a bleeding will have the marked 
effect not only of arresting that decline, but 
also of causing a considerable further in- 
crease in the specific agglutinating power. 
In other words, the bleeding acts just as a 
second bacterial injection would. This, of 
course, has been long known, and _ is 
admirably and graphically illustrated by a 
number of curves of agglutinating power 
in Dr. Schroeder’s paper. But the chief 
interest of his investigations lies in the 
studies he has made of the development of 
agglutinin in the serum of patients with 
enteric or paratyphoid infections, employing 
an unimpeachable technique. He finds that, 
graphically expressed, their agglutinin- 
formation follows a curve very similar to 
those he had already observed in the artifi- 
cially immunized animals. Bloodletting in 


the patients (from 3 to 20 ounces being 
withdrawn), as in the animals, was speedily 
followed by a rise in the specific agglutinat- 
ing power of their serum. 
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Dr. Schroeder cautiously asks if it is not 
possible that this augmented production of 
agglutinin, and presumably of other anti- 
bodies as well, may not furnish, in part at 
least, the correct explanation of the benefi- 
cial effects that have been ascribed from 
tinie immemorial to the letting of blood in 
acute disorders? To answer such a ques- 
tion in the affirmative seems only reason- 
able. And thus it may be that experimental 
pathology has furnished at the last a partial 
excuse for even the worst excesses of those 
who believed in and practiced the “saignées 
coup sur coup” of the last century, and for 
the “hzematomania” and “vampyrism” 
ascribed some eighty years ago to Brous- 
sais’s pupil Bouillaud, the stoutest blood- 
letter known to medical history.—British 
Medical Journal, Jan. 8, 1910. 





CAMPHOR-CARBOLIC ACID AS A 
DIRECT ANTISEPTIC APPLI- 
CATION TO ULCERATED 
SURFACES. 

The Australasian Medical Gazette of 
January 2, 1910, contains an article on this 
topic by BurToN CLELAND. 

Some years ago another Dr. Cleland, then 
Regius Professor of Anatomy at the Uni- 
versity of Glasgow, called the writer’s 
attention to the efficiency of a mixture of 
pure carbolic acid crystals and camphor in 
equal parts as a local application for small 
ulcers, such as those which frequently occur 
in the mouth and adjacent parts. Those 
two substances when mixed together form 
a somewhat oily liquid with a pleasant 
smell. When applied to small ulcers in the 
mouth there is little destruction of tissue, 
and beyond a slight smarting at the time of 
application, no unpleasantness. The ulcers 
themselves rapidly heal after the applica- 
tion. As it is said that carbolic acid when 
mixed with fatty substances loses its disin- 
fectant properties to a great extent if not 
entirely, it seemed advisable to test the effi- 
ciency of this mixture of carbolic acid and 
camphor to ascertain whether, with the loss 
of the caustic properties of carbolic acid, 
there had been likewise a diminution in its 
antibacterial efficiency. Consequently, at 
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the Bureau of Microbiology, the power of 
the mixture to destroy a young culture of 
typhoid bacilli was tested. Five drops of 
such a culture were placed in the mixture 
for 3, 6, 9, 12, and 15 minutes respectively 
and were then subcultured, but no growth 
occurred in any instance. 

It is possible that this bland mixture may 
be of service in other local affections, espe- 
cially such as are due to bacterial agency. 
With that object in view this short note has 
been prepared so that those who have op- 
portunities to clinically ascertain its value 
may do so. In applying it to the mouth the 
author has found a small pledget of cotton- 
wool at the end of a probe, dipped in the 
mixture and the excess of fluid then 
squeezed out, achieves the result required. 
Where, however, extensive raw surfaces 
required to be healed, it would be advisable 
to apply the remedy with care to prevent 
any large degree of absorption of the car- 
bolic acid itself. 





THE ADMINISTRATION OF DRUGS 
WITH REGARD TO ABSORPTION 
AND ELIMINATION. 

This important topic, too often ignored, 
is discussed by Brapy in the New York 
Medical Journal of January 29, 1910. He 
recalls the fact that Pawlow has shown that 
oil markedly inhibits gastric digestion. 
Olive oil or castor oil should be given apart 
from meals; cod-liver oil, being digested in 
the duodenum, should follow the meal by 
two hours. The pure oil is usually pref- 
erable to the cod-liver oil emulsions; given 
from a heated spoon in doses of one-half 
to one ounce (15 to 30 Cc.) after dinner 
and at bedtime, or only at bedtime, it almost 
always agrees. Unless a patient takes from 
one to two ounces (30 to 60 Cc.) daily we 
are wasting time. 

Ipecac usually requires some fifteen 
minutes to act as an emetic, and may even 
then fail after an anxious period of wait- 
ing; instantaneous emesis follows copper 
sulphate in doses of one grain (0.06 
gramme) dissolved in a few cubic centi- 
meters of water; this is the dose for a 
child. 
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Amy nitrite is instantaneous in action 
and its effect lasts only about twenty 
minutes; it is therefore useful only for 
emergencies. Nitroglycerin acts in three 
minutes by mouth; it is never necessary to 
give it hypodermically if the mouth can be 
opened. Sodium or potassium nitrite is 
absorbed in about eight minutes from the 
stomach, and it is eliminated in three hours; 
it produces much less throbbing in the head 
than does nitroglycerin, and unlike the 
latter is very stable; hence it may be well 
given in tablet triturate if desired. 

Ammonium salts exert their influence for 
about three hours and should be given 
accordingly, not three times a day. 

Cocaine, systematically, requires to be 
repeated every two hours to maintain its 
effect. So used in exhausted persons who 
are taking insufficient nourishment, it is an 
excellent temporary stimulant with which 
to tide over a serious crisis. 

Aconite, in tincture, given by mouth 
shows its effect in fifteen minutes, and it 
is completely eliminated within three hours. 
Doses every three hours are therefore indi- 
cated. The present official tincture is three 
and one-half times weaker than the former 
tincture, and the former dose of from 1 to 5 
minims (from 0.06 to 0.30 Cc.) must now 
be increased to from 5 to 15 minims (from 
0.20 to 1.00 Cc.) ; to some this may seem 
large at first, but the latter doses have often 
proved insufficient in the writer’s experi- 
ence. “Drop” doses of the present weak 
tincture are homeopathic indeed. Aconi- 
tine is employed by some physicians, who 
assert that it serves every purpose, but the 
two forms, crystalline and amorphous 
aconitine, are so variable that safety lies in 
the use of the official tincture. Crystalline 
aconitine is said to be 200 times stronger 
than the amorphous. 

Atropine acts in half an hour and is 
eliminated within two hours. In children 
we should give increasing doses every two 
hours throughout the day, until the physio- 
logical effect is reached, namely, redness of 
the cheeks appearing half an hour after the 
dose and lasting half an hour or longer, so 
that the mother thinks the child has fever. 























In adults it must be pushed to slight dry- 
ness of the throat. This may require as 
much as 1/60 grain (0.001 gramme) every 
two hours for a child of five years, or 
in adults 1/20 grain (0.003 gramme) every 
two hours. Doses, of course, should not 
come at or near a meal-time. In a case of 
enuresis in an athletic young man of twenty, 
who had been treated by many physicians, 
some of whom supposedly used belladonna 
in the customary haphazard fashion, a 
single bedtime dose of 2 drachms (8 
grammes) of potassium bicarbonate and a 


rectal suppository of 2 grains (0.12 
gramme) extract of belladonna proved 
curative. 


Since ether is largely eliminated in the 
stomach, a patient undergoing operation 
who will drink two or three glasses of 
water just prior to anesthesia is not nearly 
so apt to vomit on recovery, because the 
ether is diluted and rendered unirritating, 
shock is prevented, elimination through 
bowels and kidneys favored, and above all, 
the distressing sense of emptiness that 
ordinarily invites nausea is relieved. 

Tincture of opium acts in twenty minutes 
by mouth, and morphine hypodermically in 
five minutes. Drugs that markedly influ- 
ence absorption and secretion, like opium 
and belladonna, are consequently more or 
less cumulative, the second dose being 
necessarily absorbed and eliminated more 
slowly than the first; this fact, while not 
so important as regards belladonna, must 
be taken into consideration when prescrib- 
ing opium and its derivatives. A single 
dose of opium requires forty-eight hours 
for complete elimination; in the presence 
of extensive burns of the skin or impaired 
kidneys great caution must be used in re- 
peating the dose within that period. Ten 
minims (0.60 Cc.) of laudanum contains 
one-eighth grain (0.008 gramme) of mor- 
phine. Deodorized tincture of the Phar- 
macopeeia of the United States is of the 
same strength and always more acceptable 
to the stomach. Opium, like ether, is 
largely eliminated in the stomach (as 


dioxymorphine), which explains the nausea 
that often follows its use; this indicates 
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repeated stomach washing in opium poison- 
ing, because it has been shown that the drug 
may be resorbed into the blood. 





THE TREATMENT OF GONORRHEAL 
AND MIXED INFECTIONS OF THE 
FEMALE GENITAL TRACT BY 
LACTIC ACID BACILLI. 

WatTSON in the British Medical Journal 
of January 22, 1910, states that great 
diversity of opinion and of practice exists 
as to the most effective method of treating 
septic infections of the female genital tract. 
The object of the most thorough clinician 
is the sterilization of the whole tract. 
Others, recognizing the impossibility of 
completely destroying the infection, go as 
far in the same direction as they think they 
can without risk of forcing the disease into 
higher channels than are already involved. 
Thus, for an acute gonorrhea one authority 
recommends an immediate dilatation of the 
cervix under an anesthetic, curetting and 
tamponage with gauze saturated with anti- 
septic, and an equally drastic treatment of 
the urethra. Others, fearing to infect the 
tubes and bladder, content themselves with 
vaginal and cervical swabbing and sitz 
baths. 

The author believes that most observers 
will admit that the result of all treatment 
is merely a mitigation of symptoms until 
the patient has acquired immunity and fur- 
ther extension of the disease stops, leaving, 
however, more or less vaginal discharge, 
probably infective if transferred to a fresh 
soil. 

The treatment at the Glasgow Lock Hos- 
pital has been varied from time to time 
within recent years in the attempt to dismiss 
the cases within the shortest period com- 
pletely free of cervical or vaginal discharge. 
Douching with different antiseptics was at 
one time largely employed. Later, vaginal 
swabbing, cauterization of the cervix, and 
when the internal os was patent, curetting 
and cauterizing the uterus, followed by 
careful drying of the whole tract, was the 
treatment most favored. 

The author does not propose to enter 
here into the details of the antiseptic treat- 
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ment nor to discuss the relative merits of 
the various antiseptics and astringents 
which have been tried. The result, what- 


ever method or combination of methods 


was employed, was on the whole disappoint- 
ing, both as regards the length of time 
required for treatment and the permanent 
disappearance of the discharge. 

Some months ago it occurred to the 
author that the antiseptic treatment, while 
inefficiently dealing with the pathological 
microOrganisms, had effectively extermin- 
ated the natural flora of the vagina and 
thus weakened its resisting and recuperative 
powers. The acid-forming bacillus of 
Doderlein being the accredited protector of 
the vagina, the lactic acid bacillus now so 
readily obtainable suggested itself as a suit- 
able substitute, and the result of its use has 
justified his expectations. 

The preparation the author is now using 
is obtained by filtering “Sauerkultur,” made 
from skimmed milk by the Glasgow Dairy 
Company. Filtering separates the casein 
and leaves a slightly opalescent whey con- 
taining lactic acid bacilli in large numbers, 
as well as lactose, lactalbumin, and salts. 
The solution can be strengthened by the 
addition of sugar of milk, and if desired a 
powdered tablet of lactic acid bacilli. 

After a thorough disinfection of the parts 
(including curetting when necessary) all 
excess of disinfectant is removed and the 
lactic fluid introduced into the vagina. 

The first effect of the treatment may be 
an increase in the amount of discharge, 
which, however, is completely altered in 
character. The purulent appearance ceases, 
and the discharge is white and thin. This 
is removed daily by gentle swabbing with 
dry wool through a speculum. In the most 
favorable cases the secretions are normal 
in a few days. In other cases the treat- 
ment is repeated weekly until cure is com- 
plete, usually in two or three weeks. Even 
cases in which the tubes are involved seem 
to benefit by the treatment, and can be dis- 
charged from hospital earlier than used to 
obtain. 

Apart from Lock Hospital work many 
cases are met with at a gynecological out- 
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patient department, and also in general 
practice, where treatment is called for on 
account of a purulent vaginal discharge. In 
the experience of the author the majority 
of such cases respond excellently to the 
above method of treatment. 

As regards the use of lactic acid bacilli 
for urethral discharge in the male, he has 
not had the opportunity of sufficient tests, 
but in two cases remarkable results were 
obtained. 

In this preliminary notice the author 
states he is unable to give extended statis- 
tics or to refer to the bacteriological exam- 
ination of cases before and after treatment, 
but he thinks he can say that what has been 
done in this direction corroborates the 
clinical finding. For instance, the normal 
number of inmates of the Lock Hospital 
was formerly from fifty to sixty. Now 
there are from thirty to forty in hospital, 
and this number will be further reduced as 
they eliminate those kept unnecessarily long 
for observation purposes and control cases 
not receiving this treatment. 





THE VALUE OF NITROGLYCERIN AS 
A PREVENTIVE OF HEMOPTYSIS 
IN PULMONARY TUBERCULOSIS. 
In the Canadian Practitioner for March, 
1910, MINNs reaches the following conclu- 

sions as to this plan of treatment: 

1. While there may be other elements in 
the production of hemoptysis, it is evident 
that blood-pressure in the pulmonary area 
plays an important part. 

2. Estimation of blood-pressure in the 
pulmonary area cannot ordinarily be made 
experimentally. 

3. Clinical observation, however, goes to 
show that there is a relation between pul- 
monary pressure and systemic pressure. 

4, Such preparations as nitroglycerin are 
capable of reducing blood-pressure in the 
circulatory system ; and by their use it would 
seem to be possible to keep the pressure in 
the pulmonary area in any particular case 
reasonably below the danger point. 

5. The drug should be administered in 
small doses, and may be continued over long 
periods. 




















6. The results reported here have been 
the result of the study of over six hundred 
cases of pulmonary tuberculosis in resi- 
dence, and the treatment as carried out for 
nearly two years has given time to prove 
the efficiency of the same. 

7. It would seem to be indicated that 
this drug should be administered in the 
morning some time before the hour of 
rising, and subsequently at, say, 7.30 a.M., 
11.30 a.M., 4.30 P.M., and 7.30 P.M., in order 
to have the result produced before the 
blood-pressure is raised by the exertion 
incident to toilet, meals, etc. 

8. When 1/100 grain of nitroglycerin 
will reduce the blood-pressure 15 milli- 
meters in less than ten minutes, the same 
dose, given four times a day for say two 
weeks, should be sufficient to maintain a 
lower pressure than the individual’s normal. 

9. While the administration of nitro- 
glycerin has not proved to be an absolute 
preventive, still, in the large majority of 
cases, with a previous history of hemop- 
tysis, or the occurrence of the same, it has 
been clearly proved to be efficacious in re- 
ducing the frequency of the complication, 
and in lessening the amount of blood lost 
when it does occur. 





ANTITYPHOID VACCINATION: THE 
IMMEDIATE RESULTS OF 
THE ADMINISTRATION 
OF 3600 DOSES. 

In the Bulletin of the Johns Hopkins 
Hospital for March, 1910, RUSSELL ex- 
presses his belief that the following con- 
clusions on this subject seem to be justified: 

1. Vaccination against typhoid undoubt- 
edly protects to a very great extent against 
the disease. 

2. It is an indispensable adjunct to other 
prophylaxis among troops and others ex- 
posed to infection. 

3. It is very doubtful if there is an in- 
crease of susceptibility following inocula- 
tion. 


4. Vaccination during the disease, for 
therapeutic purposes, fails to reveal any 
evidence of a negative phase. 

5. The statement that vaccination should 
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not be carried out in the presence of an 
epidemic is not justified by the facts at 
hand. 

6. The procedure is easily carried out, 
and only exceptionally does it provoke 
severe general reactions. 

%. No untoward results have occurred 
in this series of 3640 vaccinations. 





EPIDEMIC POLIOMYELITIS. 


FLEXNER and Lewis in the Journal of 
the American Medical Association of Feb- 
ruary 12, 1910, report upon their investiga- 
tions concerning this grave malady. In 
their previous communications on experi- 
mental poliomyelitis they have left entirely 
undiscussed the manner in which the virus 
of epidemic poliomyelitis enters and leaves 
the human body, points which they discuss 
in the present note. Their studies having 
supplied the basic fact of the nature of the 
virus, it became possible to attack the ques- 
tion of the mode of transmission of the 
spontaneous disease. That epidemic 
poliomyelitis is an infectious disease has 
long been suspected, but that it is also a 
highly contagious one is far less generally 
admitted. And yet the studies on its epi- 
demiology by Wickman lend considerable 
support to the latter view. 

In the first place, the writers wish to 
draw attention to the frequently observed 
fact that in point of distribution epidemic 
poliomyelitis resembles epidemic cerebro- 
spinal meningitis. The two _ diseases, 
indeed, present in this respect such close 
similarities that they have often been con- 
founded with each other. The chief and 
striking difference between them relates to 
the seasonal prevalence, which for epidemic 
poliomyelitis is midsummer, and for epi- 
demic cerebrospinal meningitis late winter 
or early spring. Furthermore, the two 
diseases occur by preference in the same 
age groups, being most frequent in infants 
and young children, although not sparing 
older children and adults, and they present 
about the same ratio of attack. In the ma- 
jority of instances a single case appears in 
a family or home, but often two cases and 
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less often three and more cases appear. 
The relation between the grouped cases in 
a house or locality has, in respect to both 
diseases, been made out only recently by 
finding in the instance of cerebrospinal 
meningitis definite diplococcus carriers, and 
in poliomyelitis by discovering abortive 
cases which would seem to act in the man- 
ner of microbe carriers. 

It is held that the diplococcus intracellu- 
laris passes into the cerebrospinal mem- 
branes by way of the lymphatic connections 
existing between them and the nasopharyn- 
geal mucous membrane. It is difficult, if 
not impossible, to establish, in human 
beings, that the diplococcus passes from 
the membranes by a reverse lymph-current 
into the nasopharynx. And yet such a 
migration is not only highly probable, but 
would most readily and satisfactorily ex- 
plain the intracellularis infection of these 
mucous membranes, which occurs in epi- 
demic cerebrospinal meningitis. In the 
monkey, infected with diplococcus intra- 
cellularis by injection of cultures into the 
lumbar spinal canal, the migration into the 
nasopharynx of the diplococcus, contained 
in leucocytes and free also, has been 
followed with the microscope. So that the 
nasopharynx may be viewed both as the 
site of escape and of infection of diplococ- 
cus intracellularis in man. 

The authors have studied the mucous 
membrane of the nasopharynx with refer- 
ence to the virus of poliomyelitis. The 
entire mucosa of these parts, in monkeys 
recently paralyzed, has been excised, rubbed 
up with quartz sand, pressed through a 
bacteria-tight Berkefeld filter, and injected 
in the usual manner into the brain of 
monkeys. By employing this method they 
have been able to produce paralysis and 
thus to prove that the mucous membrane 
contains the virus of poliomyelitis. They 
have also found that when the virus is 
injected into the spinal canal by lumbar 
puncture it sets up the disease and causes 
the characteristic paralysis. The cerebro- 
spinal fluid removed from monkeys at the 
onset of paralysis is altered; it contains an 
excess of proteid and lymphocytes and 





coagulates spontaneously. Paralysis also 
follows the inoculation of this fluid into 
the brain. 

The experimental results show that a 
path of elimination of the virus of polio- 
myelitis is by way of the nasopharyngeal 
mucosa and indicate that the same path may 
be traversed in the course of infection. 
Hence it would seem desirable, at the pres- 
ent stage of our knowledge, to deal prophy- 
lactically with epidemic poliomyelitis, as 
with epidemic cerebrospinal meningitis, by 
disinfecting and destroying the secretions 
of the nasal and buccal cavities. The action 
of disinfecting agents on the virus of 
poliomyelitis is being studied. 





THE USE OF ARSENIC A HUNDRED 
YEARS AGO. 

The Edinburgh Medical Journal for 
March, 1910, says that in these days, when 
the claims of arsenic and its organic com- 
pounds in the treatment of syphilis are so 
persistently urged upon us by enterprising 
and ingenious manufacturers, it is interest- 
ing to cull from the pages of the Edinburgh 
Medical Journal for the year 1810 the fol- 
lowing extract. It appears in a paper “On 
the Effects of Arsenic,” by G. N. Hill, 
Surgeon: 

“Syphilis—Few diseases of an equally 
terrible nature owe so much to medical 
skill as syphilis. The improved treatment 
now so universally established has greatly 
contributed to disarm this cruel Hydra of 
many of its horrid heads; still there are too 
many left, the obstinacy of which occa- 
sionally renders existence burdensome, or 
forms the first irrevocable step towards an 
untimely grave. I allude to those cases 
where the common remedy seems to have 
lost its power over the enemy, or some 
untoward symptom exists which is mani- 
festly aggravated by continuance in the use 
of mercury. Precisely under these circum- 
stances arsenic is found to confer great 
advantages, affording very commonly a 
resource, as much to be depended upon as 
its great precursor was in the more early 
and less obstinate stages of the complaint. 
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Ancient syphilic ulcers, whether of the skull, 
tibia, or sternum, in the throat, nose, etc. ; 
exulcerated, degenerated buboes, and 
cutaneous eruptions, of long standing; the 
excruciating pains of the limbs, forcing the 
wretched sufferer from a wearisome bed 
at the midnight hour; exostosis and node; 
the anomalous syphilitic or mercurial fever, 
will all generally yield to arsenical reme- 
dies; with nitric acid in a decoction of the 
woods, cinchona, and occasionally opium; 
I add occasionally, because in a majority 
of cases the anodyne effects of arsenic ren- 
der its constant use unnecessary.” 

This simple statement might, so far as 
our experience and reading enable us to 
judge, stand as a summing up of the 
already voluminous literature on the mod- 
ern arylarsonates in the treatment of 
syphilis. 





SOME RESULTS OBTAINED FROM 
THE LOCAL APPLICATION OF 
SOLID CARBON DIOXIDE. 

Morton gives his results from this new 
therapeutic agent in the British Medical 
Journal of January 29, 1910, as follows: 

Of 85 capillary nevi, no less than 74 
were cured by a single application of solid 
CO: lasting, on an average, forty seconds; 
6 cases had two, 2 had three, and 2 had 
four applications; while one case was in- 
completely cured after three attempts and 
was finally finished off by electrolysis. 

Of 32 cavernous nevi, 20 were cured by 
one application, 4 had two, and 2 had three 
applications; 6 cases were incompletely 
cured or not benefited, and finally dealt 
with by electrolysis. 

In all cases in which the capillary and 
cavernous varieties were coexistent the 
capillary part was treated by CO:, and the 
rest by electrolysis. Of the whole series, 
12 had finally to be dealt with by electroly- 
sis. The stellate nevus and two lymphatic 
nevi were all cured by a single application 
of COs, 

At the time of writing, several cases of 
“port-wine mark” were still under treat- 
ment. These cases require much time, 
whatever the mode of treatment employed, 
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but the author is convinced that in CO, we 
have a remedy better than any hitherto 
known, except perhaps radium, as the 
author has seen equally good results from 
both. All the cases he has treated with COs, 
he asserts, are doing exceedingly well, and 
the outlook is very hopeful. It is note- 
worthy that in treating cases of this kind 
the first application seems to have little or 
no influence in reducing the depth of color, 
even after waiting three weeks. After the 
second application the effect is very marked, 
and may be sufficient. 

It will be seen from the above results 
that, taking capillary nevi as they come, no 
less than 87 per cent have been cured by a 
single application, and the author ventures 
to state that with greater experience an even 
higher percentage would be obtained were 
he starting a similar series again. As might 
be expected, the results in treating cavern- 
ous nevi were not so good, but even here 
the proportion cured by a single application 
was as high as 63 per cent. 

Higher percentages of cures are, of 
course, possible and obtained by other 
methods, such as electrolysis and the cau- 
tery, but it must be remembered that with 
these a general anesthetic is always neces- 
sary. No anesthetic, local or general, is 
ever necessary with carbon dioxide, as the 
application is practically pajnless and of 
only a few seconds’ duration. The author 
states he has cases wherein the children 
never cried or moved during the applica- 
tion; this is, of course, exceptional, but it 
does show that the process cannot be a very 
severe one. 





THE THERAPEUTIC VALUE OF THE 
LACTIC-ACID BACILLUS. 

HERSCHELL publishes a paper in the 
Proceedings of the Royal Society of Medi- 
cine for January, 1910. He says that hav- 
ing secured a preparation of the Bulgarian 
bacillus free from contamination and really 
containing living bacilli, according to the 
author we may expect to obtain good re- 
sults in the following group of cases: 

1. Cases depending upon abnormal putre- 
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faction of proteids in the intestinal tract. 
This group will cover a wide field and 
account for a great many of the affections 
met with in daily practice. The effects 
produced may depend (a) upon local irrita- 
tion of the products of the putrefaction 
process. Under this heading we find acute 
enteritis and enterocolitis; chronic colitis; 
some forms of diarrhea, especially in 
children; mucous colitis and mucomem- 
branous colitis. (b) Autointoxication with 
the products of putrefaction. In this group 
we find many cases of gradual failure of 
health, especially in elderly people; some 
cases of skin disease, many cases of neuras- 
thenia, malnutrition in children, some cases 
of anemia, and quite possibly some cases 
of “arthritis, neuritis, and other obscure 
affections of nerve and muscle. 

2. Some forms of constipation. If 
lactic-acid bacilli are administered indis- 
criminately in all cases of constipation, we 
will have many more failures than suc- 
cesses. These agents obviously cannot 
restore power to an atonic muscle nor 
sensibility to an exhausted nerve. But ex- 
ceedingly good results will often be obtained 
in those cases in which the constipation 
depends upon a defective production of the 
gases and acids which are the natural 
excitors of the intestinal peristalsis. These 
cases can usually be recognized by the 
diminution in the solid. material of the 
feces as compared with healthy stools 
whilst the patient is on the intestinal test 
diet. 

3. Lactic-acid bacilli should theoretically 
be of use to the operating surgeon, who, 
by administering a pure culture for a few 
days before an operation upon the intes- 
tine, can certainly render its contents much 
less toxic. 

Before concluding his remarks the author 
wishes to draw attention to a point of great 
importance, the neglect of which is, he is 
sure, the cause of many failures in the use 
of lactic-acid bacilli. It cannot be too dis- 
tinctly impressed upon our minds that there 
are two distinct morbid processes which 
may take place in the intestine: (1) A 
putrefaction of proteids, due to the multi- 





plication of proteolytic organisms; and (2) 
an abnormal fermentation of carbohydrates, 
from the excessive growth of saccharolytes. 
It is the first of these only which we can 
hope to influence by the use of the lactic- 
acid bacilli, and in practice it is essential 
that we diagnose the exact condition before 
attempting anything in the way of treat- 
ment. The abnormal fermentation of 
carbohydrates, so familiar to all of us as 
the intestinal indigestion of starch, can only 
be increased by the introduction of lactic- 
acid bacilli which produce the same kind of 
fermentation with the same products. 

The method of distinguishing the two 
conditions is not difficult and quite within 
the range of daily practice, depending 
merely upon an examination of the stools. 
The tests are as follows: (a) The reaction 
of the stools; putrefactive stools are alka- 
line; fermenting stools are acid. There 
are, of course, some exceptional circum- 
stances in which the reaction is not clear; 
but under these we make use of (b) Stras- 
burger’s fermentation apparatus, by which 
we can find out the kind of process to 
which the feces are predisposed, and thus 
determine which process is probably taking 
place in the intestine. About 5 grammes 
of feces is placed in the lower receptacle 
and the tube directly above it filled with 
water. The whole apparatus is then kept 
at 100° F. for about twenty-four hours. 
The amount of gas formed is estimated by 
the quantity of water forced into the third 
tube. If over a third of this tube is filled 
with water, and if the reaction of the feces 
after the operation is distinctly acid, then 
we can assume that the decomposition in 
the intestines is a fermentation of carbohy- 
drates and the administration of lactic-acid 
bacilli is contraindicated. (c) The examin- 
ation of Gram-stained cover-glass prepara- 
tions counter-stained with neutral red. In 
healthy stools the Gram-negative organisms 
will preponderate, the colon bacillus being 
Gram-negative. In abnormal putrefaction, 
in proportion as the aerobic bacteria are 
replaced by strict anaerobes, most of which 
are Gram-positive, so the blue-stained 
organisms are in excess. As a general rule, 




















to which, however, there are many excep- 
tions, we may say that if we find the stools 
predominately Gram-positive, lactic-acid 
bacilli are indicated and will probably do 
good. If, on the contrary, we find the 
majority of the bacterial flora Gram- 
negative, we shall probably do more harm 
than good by attempting to acclimatize the 
Bulgarian bacillus in the intestine. 





ACIDOSIS IN RELATION TO 
ANESTHESIA. 

WALLACE in the Practitioner for Febru- 
ary, 1910, gives the following advice as to 
the treatment of acidosis following the use 
of an anesthetic: 

Prophylaxis in Routine Work.—(1) A 
consideration of the present metabolic activ- 
ity from the history of the patient, and an 
examination of the excreta. (2) Regula- 
tion of metabolism. Avoidance of starva- 
tion. (3).Administration of drugs. Bicar- 
bonate of soda should only be used in those 
cases of diabetes in which the organism is 
unable to deal with glycogen. Glucose is 
the most valuable drug. 

Method of Administration.—Sodium bi- 
carbonate by the mouth in solution 1 
drachm to 1 ounce ad libitum. Glucose by 
the mouth. Many children will take it as a 
sweet in the viscid state in doses of % to 
1 drachm. Glucose may be given to adults 
in %-ounce doses thinned in water. The 
routine at the Prince of Wales’s Hospital 
is 12 such doses. 

Choice of Anesthetic—Ether, given in 
the open method, is the least toxic of the 
anesthetics in general use for prolonged 
effects. 

For regional anesthesia novocaine has 
given good results. 

If the condition has become established 
before operation the following course is 
advised: 

1. Delay, if possible, in order to control 
the condition by diet and drugs. 

2. If the case is too urgent, glucose may 
be given intravenously as a 2.45-per-cent 
isotonic solution up to 2 pints every six 
hours. 
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Glucose solutions must be made fresh for 
each case, and sterilized. Subcutaneous in- 
fusion is not to be recommended on account 
of the sloughing which may occur. 

Treatment when the Condition has Super- 
vened on Anesthesia—Wallace has been 
struck with the rapidity with which toxic 
symptoms have disappeared under the ex- 
hibition of glucose. To illustrate this he 
cites the following case: 

Female, aged three years. Typical symp- 
toms; restlessness, excitement, unconscious- 
ness save when aroused to take glucose. 
Diacetic acid in the urine; 10 ounces of 
glucose were taken in twelve hours. Re- 
covery was very rapid. 

Wallace found no benefit from the ad- 
ministration of sodium bicarbonate, except 
in washing out the stomach, which should 
be done in severe cases. If vomiting is un- 
controlled, glucose must be given per rectum 
or intravenously; but it will be found that 
washing out the stomach, as a rule, will 
enable that organ to retain glucose. The 
administration of morphine, cocaine, or 
strychnine is worse than useless, morphine 
especially tending to aggravate the condi- 
tion. Alcohol may be given in small quan- 
tities, but depressing dosage must be 
avoided. 


THROMBI AND EMBOLI. 


Crouse (Surgery, Gynecology and Ob- 
stetrics, December, 1909) observes that we 
have such complications in 1.1 per cent of 
all surgical work. 

The occurrence of such an accident, after 
even such a simple operation as ventrofixa- 
tion, teaches us anew the important lesson 
that the surgeon is never warranted in guar- 
anteeing the recovery of a patient after a 
seemingly simple operation. 

We should carefully examine the circula- 
tory system of all patients demanding an 
operation. The operative interference in 
selected thrombophlebitic cases of the super- 
ficial vessels is a rational treatment. There 
is no one factor that can explain a throm- 
botic development, for such a complication 
in either a medical or surgical case is due to 
many different conditions: vessel-wall 
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changes, anatomical peculiarities of certain 
regions, mechanical irritations, and infected 
condition of vessel, blood, and system. 

The condition is one} occurring in the 
main during convalescence, appearing from 
the second to the thirty-second day, mean 
average fourteen days. It is generally a 
complication arising without warning. 
Though avoidance of long recumbency may 
tend to prevent the formation of thrombi, 
absolute rest is indicated when the condition 
has once developed. 





OPERATIVE TREATMENT OF FRAC- 
TURE OF THE NECK OF THE 
FEMUR IN CHILDREN. 

BorcHarp (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 100) speaks of operative 
treatment only, for he now uses only this, 
because his earlier experience had shown 
that through conservative treatment bony 
healing is either not to be expected and does 
not occur after a long wait with very diffi- 
cult treatment, or healing has occurred with 
an extremely poor functional result. The 
author reports a series of cases and con- 
cludes as follows: 

In young individuals in fracture of the 
femoral neck consolidation very frequently 
fails to occur and pseudoarthrosis takes 
place. In severe functional disturbances it 
is best to remove the central fragment and 
to place the end of the distal fragment in 
the acetabulum. This gives better results 
than resection peripheral to the line of frac- 
ture. The subcapital fracture, in the nar- 
rowest sense, when it is accompanied by 
extensive tearing of the capsule and is not 
impacted shows no tendency to bony union. 
Suture of the capsule or nailing of the head 
is of no service. The method of choice is 
primary excision of the separated head. 
The more the subcapital fracture approaches 
the intertrochanteric the more likely is it 
that bony union will occur. In such case 
the conditions for suture of the capsule or 
of the bony surfaces become more and more 
favorable; therefore, in case of doubt as 
to the probable outcome of conservative 
treatment, operation is indicated. In badly 
healed intertrochanteric fractures with poor 





functional result wedge-shaped osteotomy 
even at the point of fracture is indicated. 
The Ewald plaster bandage must remain on 
eleven to twelve weeks, and then weight- 
bearing must be cautiously resumed. 





THE TREATMENT OF CONGENITAL 
LUXATION OF THE HIP-JOINT. 

Kuster (Deutsche Zeitschrift fiir Chir- 
urgie, Bd. 100) states that from January 1, 
1905, to April 1, 1907, he operated upon ten 
cases of congenital luxation of the hip. Of 
these, three were right-sided, two left-sided, 
and five bilateral. The first case was treated 
by the open method of Hoffa, but without 
complete success. The remaining nine 
were all operated upon by the bloodless 
method. Of the entire fifteen joints eleven 
were completely cured; in one bilateral case 
no answer was made to inquiry as to the 
result; in two cases the results were un- 
satisfactory, although the father of the 
patient expressed himself as being satisfied. 
Kiister recommends that operation be done 
at an early age, for, as the condition grows 
older, the soft tissues shrink and the aceta- 
bulum becomes less marked, so that from 
year to year the difficulty of reduction is 
increased. All operators are aware of the 
ease of reposition in the very young, and the 
great difficulty encountered when reposition 
is attempted in older children. This fact 
should be strongly impressed upon the fam- 
ily physician and upon the parents. The 
operation should be done in the second and 
at the latest in the third year of life. The 
affection is not diagnosed as a rule during 
the first year of life, or at least not until the 
child attempts to walk. Treatment may be 
begun as soon as the diagnosis is made. In 
the fourth and the fifth year of life reposi- 
tion, although more difficult, usually suc- 
ceeds, but after the fifth year it becomes 
more and more uncertain. 

The early use of the x-rays is of great 
aid in treatment. It not only clears up the 
diagnosis which may be up to this time in 
doubt, especially in mild cases, but by show- 
ing the abnormal formation about the joint 
and in the bones is of great assistance in 























determining the method of manipulation. _ 


The after-treatment is likewise more clearly 
indicated by the +-rays. Another important 
feature in the treatment is to persist in 
efforts at correction in spite of failure in 
the early attempts. Experience has shown 
that even though the head of the femur 
leaves the acetabulum repetition of the 
operation almost regularly brings good re- 
sults. It is not well for the operator to lose 
courage too early. The parents should also 
be encouraged to permit repeated attempts 
at reduction. It is advisable to allow about 
ten days to elapse before the operation is 
repeated. Knowledge, circumspection, and 
patience are the prerequisites of success. 
Bloodless reduction constitutes one of the 
greatest triumphs of modern surgery. 





OPERATIVE TREATMENT OF OLD 
DISLOCATIONS OF THE ELBOW. 

DoLLINGER (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 100) states that in the last 
ten years he has treated 34 cases of old 
dislocation of the elbow-joint. In the 
earlier cases he tried to bring about reduc- 
tion under narcosis in a bloodless manner, 
but did not succeed in any case of over 
three weeks’ standing. In the arthrotomy 
which succeeded these attempts it was 
found that the anatomical changes were 
such as to render bloodless reduction im- 
possible. Since this early experience, when 
a luxation is more than three weeks old, 
arthrotomy is always carried out in the first 
instance. 

At the beginning an endeavor was made 
to keep the lateral ligaments intact. The 
joint was approached from the outer side, 
the trochlea and the capitellum freed, and 
an attempt made at reduction by traction, 
hyperextension, and flexion. Out of thir- 
teen cases this succeeded in only three. In 
the remaining cases success was attained 
only by tearing the external lateral liga- 
ment from its attachment or by breaking off 
the epicondyle with the ligament attached. 
In all the cases the ligament was shortened, 
and it was necessary to loosen it before the 
bone ends could be brought into proper posi- 
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tion without such force as to injure them in 
such a way as to greatly endanger the 


subsequent function of the joint. The 
method of operation is as follows: 

The joint is opened by an incision 12 to 
15 centimeters long on the outer side of the 
joint corresponding to the septum, between 
the lateral border of the outer head of the 
triceps and the attachment of the brachio- 
radialis and the extensor carpi radialis 
longus. This incision is carried down to 
the bone, and the external epicondyle with 
the external lateral ligament attached is sep- 
arated from its base by means of a chisel. 
The joint ends are then separated from the 
surrounding tissues sufficiently to permit 
the forearm to be flexed toward the inner 
side so that the bone ends may be brought 
out through the incision and inspected. If 
it is found that the joint ends have under- 
gone such change that physiological func- 
tion would be impossible, the joint is at once 
resected. Of the 34 cases, 14 required 
resection, while 20 were replaced. In every 
case which lent itself to reposition the con- 
cavity of the olecranon and the joint cartil- 
age were filled up with fat, bits of cartilage, 
and broken-off bits of bone. This material 
was all removed in preparation for the 
reduction. The forearm, which during the 
preparatory steps had been lying beside the 
upper arm, is then pushed distalward so that 
the incisura olecrani lies on a level with the 
trochlea, and the forearm then carried into 
extension in such a way as to bring the joint 
surfaces together. With the forearm flexed 
at 90 degrees the epicondyle with its ex- 
ternal lateral ligament attached is brought 
into position and sutured fast and the joint 
wound closed. 

Of the 20 cases of reposition, 12 could 
afterward be traced. Two had stiff joints 
and one had only slight motion. These 
three cases were complicated and really 
better suited to resection. In 13 of these 
20 cases reduction was accomplished with- 
out disturbing the external lateral ligament, 
as a result of which the joint was subjected 
to considerable traumatism in the process of 
reduction and thus the chances of good 
function lessened. The remaining 9 of the 
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12 cases traced have movable joints; two 
can move the parts from complete flexion to 
135 degrees, and the remaining seven have 
motion between 90 and 135 degrees. In 14 
of the 34 cases the changes in the joint were 
so great as to require section. Only the 
trochlea and the capitellum were removed, 
and the lateral ligament was again sutured 
fast. Of 11 cases afterward traced 6 have 
stiff and 5 movable joints. One has full 


motion, two motion of 85 degrees, and two’ 


of 40 to 50 degrees. With the experience 
gained the author believes that in the future 
much better results will be obtained. 





INFLAMMATORY TUMORS OF THE 
INTESTINE. 

H. Braun (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 100) says that inflammatory 
tumors of the intestine have very seldom 
been described. This is due to the fact that 
these tumors have either not been reported 
or have been excised as carcinoma without 
microscopic examination. The author deals 
only with circumscribed inflammatory tu- 
mors of the intestinal wall which are sessile 
and immovable, are not due to syphilis, 
tuberculosis, or actinomycosis, and on ac- 
count of their peculiarities are mistaken for 
carcinoma. 

The etiology of these circumscribed 
tumors is not in all cases definitely known. 
In most cases they apparently are the result 
of an inflammatory process which begins in 
the mucosa and extends outward into the 
fatty and connective tissue of the meso- 
colon. Sometimes they are the result of 
extension from surrounding tissues. Fre- 
quently the slight changes in the mucosa are 
not characterized by any symptoms of dis- 
ease, so that the tumors develop without any 
apparent cause and are thus apt to be mis- 
taken for carcinoma. Both affections occur 
most often in the elderly, and both are 
evidenced by the same symptoms. There 
are irregularity of the bowels; stools mixed 
with blood ; a firm, uneven, gradually grow- 
ing tumor; colicky pains of the abdomen 
some time after eating; frequently visible 
peristalsis with attacks of temporary or 
prolonged obstruction of the bowels. 
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Cachexia is often observed, and in some 
cases there is recurrence of the tumor after 
removal. In such cases only microscopic 
examination will determine the exact char- 
acter of the tumor. 

The course of these tumors varies; fre- 
quently they reach the size of a fist and thus 
produce a condition of obstruction, render- 
ing an operation necessary. At other times 
the tumor begins to get smaller after its 
discovery and finally completely disappears. 
This spontaneous disappearance explains 
some cases in which a fecal fistula produced 
because of a supposed carcinoma closes 
naturally after a while and the feces again 
begin to pass out through the normal 
channel. In a similar manner certain 
tumors considered by the surgeon to be 
inoperable carcinoma are afterward cured 
by medicinal or secret methods or the 
patient gets well naturally. The diagnosis 
is established either by laparotomy or by a 
history of such inflammatory trouble as 
might account for the development of a 
pseudotumor. A febrile condition also 
favors the diagnosis of inflammatory tumor. 
In performing exploratory laparotomy the 
surgeon must have this variety of tumor in 
mind, and even then it may be necessary to 
incise it and examine the cut surface in 
order to make a differentiation. 

The treatment, on account of the small 
number of cases, is not well defined. If the 
diagnosis is apparently established, it is well 
to wait for a time to see if resorption may 
not take place. In the meantime rest in 
bed, Priessnitz dressings, and light diet may 
be given. In doubtful cases exploratory 
laparotomy should be done, so that a malig- 
nant condition may not be overlooked, espe- 
cially if the patient cannot be kept under 
constant surgical observation. If an in- 
flammatory tumor is found in a person who 
has no symptoms of obstruction, it may be 
sufficient to remove the tumor down to the 
level of the intestinal wall. The objections 
to this are that recurrence may take place if 
not enough of the mass is removed, and 
that by removing too much a fecal fistula 
may result. If there is evidence of partial 
or complete obstruction, or increased and 
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painful peristalsis, then enteroanastomosis 
should be done. In all doubtful cases, if 
conditions permit, resection of the intestine 
should be performed. 





TREATMENT. OF POSTOPERATIVE 
SHOCK BY PITUITARY 
EXTRACT. 

Wray (British Medical Journal, Dec. 18, 
1909) reports some suggestive though by 
no means absolutely conclusive cases, ap- 
parently showing the beneficial effect of 
pituitary extract in shock. In adults the 
full dose of one cubic centimeter was given, 
nor were there any signs of ill effects. 
There was an increase of the urine passed 
next day after operation, and it was passed 
naturally. There was no increased ten- 
dency to hemorrhage. The only disad- 
vantage observed was that there was a 
tendency to reaction after the effect of the 
injection had passed off, but this was transi- 
tory, and the patient was then over the 

worst period. 





LEUCOPLAKIC VULVITIS AND ITS 
RELATION TO KRAUROSIS VUL- 
VAE AND CARCINOMA VULVAE. 

BERKELEY and Bonney (British Medical 
Journal, Dec. 18, 1909) note that the rela- 
tion borne by leucoplakic vulvitis to car- 
cinoma is closer than that of any other 
pathological lesion with the exception of 
the entirely modern x-ray dermatitis. In 
1885 Breisky drew the attention of gyne- 
cologists to a disease which he named 
“kraurosis vulve.” His description led to 
much confusion, for whilst he undoubtedly 
described a till then unrecognized condition, 
subsequent writers on the subject down to 
the present time, as can be seen from the 
text-books, appear to have confused the 
conditions of leucoplakic vulvitis and krau- 
rosis vulvz, and to have considered them 
different phases of one and the same disease. 

Leucoplakic vulvitis is to be defined as a 
chronic inflammatory condition of unknown 
origin characterized in its early stages by 
marked hyperemia and cellular activity, and 
in its later phases by marked epithelial 
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hypertrophy and a thickened, sclerosed, and 
retracted condition of the subepithelial 
tissue. 

Its distribution varies with its severity 
and time of incidence. In a well-marked 
case the whole of the vulva may be impli- 
cated with the exception of the vestibule 
and orifice of the urethra, which are never 
affected ; and not only may the labia majora, 
minora, anterior and posterior commissures, 
and the clitoris suffer, but the disease may 
even spread laterally to the folds of the 
thighs and posteriorly over the perineum 
and skin surrounding the anus. 

Clinically, leucoplakic vulvitis may be 
divided into four stages, according to the 
macroscopical features which it presents. 
In the first stage the parts affected have a 
reddened, swollen, and excoriated appear- 
ance, and their surface is dry. 

In the second stage, whilst the labia 
minora decrease in size and may even be- 
come mere ridges, there is a subepithelial 
thickening, so that the parts can be said to 
have undergone “retraction with thicken- 
ing.” The color of the affected area now 
changes from red to white of a semiopaque 
character. This opacity becomes intensified 
in patches at first, and later on over the 
whole of the diseased surface; from the 
white appearance resulting the disease ob- 
tained its name of leucoplakia of the vulva. 

In the third stage, when the disease is 
most marked, cracks and ulcers may make 
their appearance, the ulcers giving rise to 
a slight discharge, and bleeding sometimes 
when touched. At this stage carcinoma 
quite commonly becomes engrafted on some 
portion of the diseased area, and as a rule 
it commences in an ulcer or fissure. If the 
patient escapes the incidence of carcinoma 
a fourth and final stage supervenes, in 
which the vulvar surface is smooth, shiny, 
and white, and the labia minora and clitoris 
practically disappear, owing to the contrac- 
tion of the subepithelial tissues, and the 
disease becomes quiescent. 

The striking and often the only symptom 
of leucoplakic vulvitis is pruritus, which is 
peculiarly intense in the first and second 
stages. In the third stage the pruritus is 
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more or less masked by the pain and acute 
sensitiveness due to the exposure of the 
nerve endings in the floor of the ulcers or 
cracks. In the fourth stage the symptoms 
disappear and the patient ceases to com- 
plain. If carcinoma supervenes at the 
third stage the ulcers become very painful 
and tender, bleed easily on being touched, 
become hard and indurated in spite of local 
treatment, and enlarge fairly rapidly. 

We have now to contrast leucoplakic 
vulvitis with kraurosis vulve. Since 
Breisky’s original paper the most perfect 
clinical description of this latter disease is 
that of Thiberge, with whose conclusion 
the writers are in complete agreement. 
Kraurosis vulve consists of an atrophic 
condition of the vulva, associated clinically 
with stenosis of the vaginal orifice, and 
pathologically with certain changes in the 
dermis. 

The labia minora, vestibule, orifice of the 
urethra and that of the vagina are always 
affected, the hood of the clitoris sometimes. 
The skin on the outer surface of the labia 
majora, between the labia majora and folds 
of the thigh, covering the perineum, and 
surrounding the anus is never affected. 

Kraurosis vulve may be divided. into two 
stages. In the first the mucocutaneous sur- 
face is red, glistening, and shiny, whilst 
dotted over it here and there, but more 
particularly on the hymeneal remains round 
the vaginal orifice, may be seen isolated 
patches, varying in size from that of a pin’s 
head to half a split pea, and in color from 
that of a bright red to a dull purple. In 
addition, a caruncular condition of the 
urethral orifice is very often present. 

In the second or final stage the muco- 
cutaneous surface becomes pale-yellow and 
glistening, “recalling the color as well as 
the aspect of the surface of a fatty liver, 
particularly that of a goose such as we see 
exposed for sale in a provision shop.” The 
mucocutaneous surface is perfectly smooth, 
all the ridges having become obliterated. 
The vaginal orifice has contracted so that 
perhaps only with difficulty can a digital 
examination be made, the labia minora and 
clitoris disappear, the mons veneris atro- 


phies, and the pubic hair becomes brittle 
and breaks off or falls out. In this disease, 
though marked shrinkage occurs in the 
mucous membrane, yet in contradistinction 
to leucoplakic vulvitis, owing to the absence 
of epithelial and subepithelial hypertrophy, 
the condition may be termed one of retrac- 
tion with thinning. 

The principal symptoms complained of 
are those of soreness and pain, together 
with dysuria and dyspareunia. It is worthy 
of notice that whereas in most text-books 
pruritus is stated to be one of the constant 
symptoms of kraurosis vulvz, it is in reality 
one of the rarest; and that whereas dyspar- 
eunia as a symptom is only lightly touched 
upon, it is in reality the trouble mostly 
complained of. At least this is the authors’ 
experience, which also corresponds with 
that of Thiberge, who remarks in his mas- 
terly essay on the subject that “the func- 
tional symptoms of kraurosis vulve are of 
an exclusively mechanical order.” 

In the first stage of the disease the parts 
are extremely sensitive, the passage of 
urine gives pain, and coitus, for the same 
reason, is hardly endured or is impossible 
altogether. 

In the second stage the soreness may 
entirely disappear, but owing to the retrac- 
tion of the vaginal orifice, dyspareunia. be- 
comes common to both parties. 

Various causes have been assigned to 
kraurosis vulvz, such as leucorrhea, syphi- 
lis, sexual abuse, age, and operations upon 
the genital organs necessitating the removal 
of the ovaries. 

Whilst the changes producing kraurosis 
vulve are undoubtedly in a large measure 
inflammatory, yet there is another factor 
in its production which is of signal im- 
portance. The cases may be divided into 
three groups: 

1. Those in young women associated 
with sterility. 

2. Those occurring at or after the meno- 
pause. 

3. Those occurring after operations in- 
volving the removal of both ovaries. 

It would appear, therefore, that deficiency 
or absence of some ovarian factor in the 
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economy of the organism plays a large part 
in the causation of the disease. The writers 
state that they know of no instance in 
which kraurosis vulve has been associated 
with carcinoma of the vulva, and the dis- 
ease has in their opinion no relation to it, 
in this way markedly differing from leuco- 
plakic vulvitis, which is very closely con- 
nected with cancer in this situation. 

As already indicated, leucoplakic vulvitis 
is an antecedent condition and the cause of 
carcinoma of the vulva. 

What is the cause of leucoplakia is a 
much more difficult question to decide; it 
has really never been determined. It cannot 
be due to a leucorrhea, because in the first 
place the age does not correspond with the 
commonest period for leucorrheal dis- 
charges ; secondly, the disease never attacks 
the vagina, which canal should certainly be 
affected if this was the cause; and lastly, 
certainly in many cases of leucoplakic 
vulvitis leucorrhea has been absent. Eighty- 
four and four-tenths per cent of carcinom- 
atous cases and 84.2 per cent of the 
leucoplakic ones are or have been married; 
whilst with respect to parity both conditions 
are very similar, about 48 per cent of the 
women being sterile, and of those who were 
not 7 was the average number of preg- 
nancies in each. 

The average age for both diseases is over 
fifty. 

Leucoplakic vulvitis is evidently due to 
some damage to or interference with the 
resisting power of the surface epithelium 
of the labia, and although coition as a 
cause of this cannot be insisted upon in 
every case, it seems to be one of the chief 
causes when it is remembered that 84 per 
cent of the patients at least have been sub- 
jected to coition, that the age of incidence 
corresponds fairly closely to the limit of 
the most active period of this function, 
whilst the question of parity is of no assist- 
ance, since practically the parous and sterile 
women are in equal numbers. In none of 
the cases were there any history or signs 
of antecedent syphilis. 

Multiple carcinomata are more frequently 
met with in the vulva than any of the other 
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common sites of this disease. This occur- 
rence has been interpreted by some as an 
evidence of autoinoculation. 

The cases that have been interpreted in 
the manner mentioned may be divided into 
two classes—pseudomultiple growths and 
true multiple growths. 

Many growths which at first sight ap- 
pear to be double are in reality bridle- 
shaped, a thin tract of carcinomatous tissue 
uniting them across the middle line, usually 
just under the clitoris. When a growth 
crosses the middle line it rarely does so 
directly by way of the vestibule. This is 
due to the fact that the vestibular mucosa 
usually escapes the antecedent vulvitis— 
that is to say, it is not in a precarcinoma- 
tous state. Ribbert stated that the surface 
spread of a carcinoma is at first by suc- 
cessive ‘carcinomatous conversion of the 
epithelium covering the precarcinomatous 
area. When this is exhausted further 
growth continues by division of the cells 
already formed, but there is no conversion 
of normal epithelium into carcinoma, the 
former simply undergoing a pressure 
destruction owing to the infiltration of the 
subepithelial tissues by the cells of the 
growth. 

In four cases seen by the authors there 
had been a previous leucoplakia, and the 
double growths were separated by a tract 
of mucosa that showed the typical changes 
belonging to that condition. Each separate 
growth was an entity to itself, starting in 
its own set of hypertrophic interpapillar 
processes, and in three of the cases con- 
tact between the two tumors was from their 
position impossible. Moreover, there was 
no microscopical evidence of any new ele- 
ment having been introduced either from 
the surface or from the subcutaneous 
tissue. 

Such multiple growths, therefore, should 
neither be attributed to autoinoculation 
from the surface nor to metastatic deposit 
via the subcutaneous tissue. Microscopi- 
cally it is quite common to find dual, treble, 
or even quadruple points of beginning 
carcinoma. In fact, seeing that every down- 
growth begins as a hypertrophic inter- 
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papillar epithelial process, the growth may 
be said always to begin at multiple points. 

The rarity of multiple primary growths 
of the vulva, in spite of the large precar- 
cinomatous area existent, suggests the pos- 
sibility that the epithelial ingrowth at the 
point of the carcinoma may act as a safety- 
valve to the increased lateral growth tension 
that undoubtedly exists throughout the 
leucoplakic epidermis, and relieves the lat- 
ter of its tendency to ingrowth. 

There are two types of local recurrence. 
The first and the common one is that in 
which the original growth has been inef- 
ficiently removed, and recurrence takes 
place in the scar a short time afterward. 
The second is a separate cancer originating 
almost from a portion of the precarcinom- 
atous area that has escaped removal. It is 
to be noted that unless the lines of incision 
on removal of the vulva for leucoplakic 
vulvitis are so planned as entirely to be 
without diseased area, the leucoplakic con- 
dition returns in the scar. 

These recrudescences in a portion of 
leucoplakic epithelium left behind at the 
original operation are in no way to be con- 
founded with secondary metastatic nodules. 
Such nodules are subepidermic in origin, 
whilst the recrudescence is obviously aris- 
ing from a certain group of hypertrophied 
interpapillar processes belonging to an area 
the whole of which is leucoplakic and pre- 
carcinomatous. 

Glandular involvement occurs late as 
compared with squamous-celled carcinoma 
in other sites. The inner set of horizontal 
inguinal glands are those first affected on 
one or both sides. When affected they 
rapidly enlarge, and subsequently often 
break down. Sections cut from them at 
this period may fail to demonstrate the 
nature of the change, so complete is the 
destruction of the cells that has taken place. 


All enlarged glands are not, however,. 


carcinomatous. It has been shown by one 
of the writers that lymphatic glands prior 
to their invasion by carcinoma cells are 
enlarged by a plasma cell proliferation af- 
fecting the trabecular elements, together 
with a great hypertrophy of the germinal 
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areas and an increase in number of the 
lymphocytes derived from them. Glands 
thus affected may attain a large size, mim- 
icking true carcinomatous enlargement so 
closely that microscopical investigation is 
alone competent to decide its nature. 

The writers have had the greatest suc- 
cess with zymocide lotion, resinol ointment, 
and the x-rays. In view, therefore, of their 
pathological findings, they advise that the 
affected area should be excised in all cases 
in which these measures fail, and since it 
has been shown that a permanent change 
of character has taken place in all the 
epithelial cells over the affected area, the 
excision should be a wide one lest the dis- 
ease recur again in the scar. 

The treatment for kraurosis vulve is to 
dissect out the painful parts complained of 
and enlarge the vulvar orifice. In carci- 
noma the inguinal glands on both sides 
should be removed, whether enlarged or not. 





TUMORS OF THE CECUM. 


Wi..i1aM J. Mayo (Journal of the Min- 
nesota State Medical Association and the 
Northwestern Lancet, December, 1909) 
divides tumors into benign and malignant. 
This paper is devoted to malignant tumors 
of the cecum. The total number of cases 
was 27. 

In most instances carcinoma of the 
cecum appears to have its origin close to 
the ileocecal valve, therefore involving the 
ascending colon as well as the cecum. The 
ascending colon, averaging from seven to 
eight inches in length, has an insecure at- 
tachment to the posterior muscles in its 
retroperitoneal extent, and upon this the 
weight of the ileocecal coil is suspended. 
The head of the colon is extensively saccu- 
lated and of large capacity, but gradually 
diminishes in size, and in the descending 
colon and sigmoid the sacculations are 
primitive. The cecum and appendix are 
completely invested by peritoneum. 

Under normal circumstances,.as shown 
by Monks, the lowest ileum lies in the 
pelvis, the last eight inches ascending from 
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the pelvis to the cecum, and its terminal 
two inches is closely attached to the cecal 
side. This attachment takes place early in 
fetal existence, so that as a rule the base of 
the appendix will be found within three- 
fourths of an inch of the ileocecal orifice. 
The lopsided appearance of the cecum is 
due to the sacculations, which occur with 
greater ease on the free side. The terminal 
six inches of the ileum drains into the ileo- 
colic group of glands and in cecal cancer 
should be removed. Occasionally a lymph 
gland will lie in the mesoappendix, and if 
so lymph-drainage from the right ovary 
and tube may find its way into it- through 
Cleido’s ligament. 

The ascending colon is supplied by the 
right colic artery, a branch of the superior 
mesenteric, anastomosing below with the 
ileocolic and above with the branches of 
the middle colic. The lymphatic drainage 
extends into the lymphatic glands at the 
base of the right colic artery and also into 
the ileocolic group. Therefore, for all prac- 
tical purposes, malignant disease of the 
cecum and ascending colon may be consid- 
ered as one. 

In estimating the feasibility of removing 
malignant disease of the cecum and ascend- 
ing colon, the examination of the liver for 
embolic carcinoma should not be forgotten. 
In Mayo’s experience hepatic secondaries 
have been a larger cause of contraindica- 
tion to radical operation in mechanically 
removable tumors than inoperable glandu- 
lar metastasis. 

By rectal touch the peritoneal sac can be 
felt anteriorly at the rectovesical fold. 
Carcinoma of any viscus in the peritoneal 
cavity may permit detachment of carcinoma 
cells which gravitate into the cul-de-sac and 
graft upon the adjacent sigmoid, giving rise 
to the characteristic nodules, which indicate 
the nature of the primary and possibly 
unlocated disease. 

Taken as a whole the most important 
feature of surgery of the cecum and ascend- 
ing colon is the question of obstruction. 
The mortality of necessary operations can 
be closely measured by the degree and 
acuteness of the condition. 


It happens, unfortunately, that in some 
cases of tumor the first important symptom 
is an attack of acute obstruction. The ob- 
struction interferes with the vitality of the 
distended intestine, renders it difficult to 
obtain proper asepsis during operation, and 
if resection is decided upon, there may be 
considerable trouble in uniting the dis- 
tended with the collapsed segment of bowel. 
If the condition is acute the absorbed toxins 
depress the heart’s action, and the abdom- 
inal distention interferes with the action of 
the diaphragm; if chronic, the interference 
with the progress of the food causes indi- 
gestion, nausea, gas, and abdominal disten- 
tion. In suspected tumors careful exam- 
ination should be made, in order to arrive 
at a diagnosis before the stage of obstruc- 
tion is reached. In the majority of in- 
stances the patient will have symptoms 
upon which an early diagnosis of beginning 
obstruction can be made. There are, first, 
irregular bowel action, alternating consti- 
pation, and diarrhea with an unsatisfied 
feeling after stool, the movement failing to 
give complete relief; secondly, cramps in 
the abdomen attended with borborygmus, 
and the patient will nearly always be able 
to locate the site of the obstruction, as it 
will be found at a point where the internal 
pressure is most intense; thirdly, on palpa- 
tion the peculiar localized stiffening of the 
intestinal wall on the proximal side of the 
stricture gives a “tumor-like feel” to the 
examining fingers, and this appears and dis- 
appears, and is usually accompanied by 
gurgling of fluids and gases at the point of 
obstruction. Complete relaxation without 
anesthesia can usually be obtained in the 
hot-water bath, and a tumor, if present, can 
be detected. Patients with cecal tumor 
often have a profound anemia without any 
apparent good reason for it. 

In proposed resection of the cecum the 
incision should be placed to the inner side 
of the seat of the disease. If the diagnosis 
has not been established, it is best to make 
a median incision, through which the hand 
can be used to explore the abdomen. A 
second working incision can be made at the 
most convenient situation. The utmost care 
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must be taken to prevent infection from 
intestinal contents. If the proximal gut is 
greatly distended it will be best to make a 
temporary incision into it at a point where 
the mesentery is sufficiently long to allow 
its being well drawn out of the abdomen, 
and with a tube empty the contained ma- 
terial after the method of Monks. Treves 
states that emptying the distended intestine 
at a point above the obstruction has reduced 
the mortality one-half in acute conditions. 

The most important technical feature in 
the operation for cancer of the cecum is the 
mobilization of the intestine for purposes 
of operation. The large intestine has a 
long mesentery. All of its blood, nerve, and 
lymph supply lies in the inner leaf of the 
mesentery and arises from the abdominal 
aorta and vena cava, or in that vicinity. It 
is true that the outer leaf of the mesentery 
is exceedingly short, if not absent, in the 
ascending colon, but as the outer leaf con- 
tains no structure of importance it is only 
necessary to divide it, lift the colon from 
its bed and swing it on its inner leaf to the 
midline; therefore, the sine qua non for 
efficient operation is to locate the lesion and 
divide the peritoneal reflection to the ab- 
dominal wall, which mobilizes the part and 
allows it to be completely drawn outside of 
the abdomen, where it can be adequately 
surrounded with aseptic pads for clean 
work. By holding the colon up to the light, 
the blood-vessels can be seen in the inner 
leaf of the mesentery, and caught, tied, and 
divided. 

In separating the cecum and ascending 
colon, and ligating the blood-vessels, there 
are some structures that must be identified : 

First, the duodenum, a portion of which 
is bared in making a proper exposure of the 
vessels of the ascending colon. For this 
reason great pains should be used in the 
ligation of the right colic and right branches 
of the middle colic vessels, so that the 
duodenum will not be injured or caught in 
the teeth of the forceps during operation. 

Second, the right ureter must be identi- 
fied and separated from adjacent growths 
of the ileocecal coil and ascending colon. 

In the removal of these malignant 
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growths it will sometimes be found that a 
neighboring viscus has become involved 
and attached to it. If conditions are other- 
wise favorable this should not’ be looked 
upon as a contraindication to operation. 
Five times in such cases Mayo has resected 
portions of the small intestine, on two oc- 
casions resecting two entirely independent 
loops of the ileum, and after completing 
the resection of the small intestine, remov- 
ing the diseased colon with fragments of 
small intestine attached. 

It has made very little difference by what 
method the anastomosis after resection was 
accomplished, so long as the opening was 
large enough. Granting that end-to-end 
intestinal union is ideal, the results of the 
lateral or end-to-side have been function- 
ally just as satisfactory. Usually a lateral 
ileocolostomy has been made by suture, 
leaving beyond the opening as small an in- 
testinal pouch as possible. It seems to be 
quite immaterial whether it is made isoper- 
istalticly or antiperistalticly, whichever way 
the intestine will come together without 
angulation or traction. Ileocolostomy is a 
safe operation compared to resection of the 
colon in continuity, because the contents of 
the ileum are fluid as contrasted with the 
solid or semisolid character of the material 
in the colon. 

To recapitulate: The steps in resection 
of the cecum and ascending colon are (1) a 
free incision through the right rectus 
muscle; (2) liberation of the cecum and 
ascending colon by an incision through the 
outer peritoneal attachment; (3) wiping 
clean, with a piece of gauze, the intestine 
and fat clean to the muscles as far as the 
superior mesenteric origin of the ileocolic 
and right colic vessels, which are tied at 
once, enabling an accurate dissection of the 
mesenteric glands and fat; (4) clamping 
the hepatic flexure and lower ileum at 
proper points and removing the diseased 
segment; (5) sterilizing the exposed mu- 
cosa with actual cautery after ligation of 
the ends of the cut intestine; (6) closing 
with purse-string sutures the bowel stumps ; 
(7) ileocolostomy, usually lateral anasto- 
mosis; (8) closure of the mesenteric rent 











and the covering of the denuded surfaces 
with peritoneum. 

The type of the disease is usually 
adenocarcinoma, and the ileocolic glands 
are nearly always affected. In some speci- 
mens the disease appears to have its origin 
in the appendix. In Mayo’s cases, how- 
ever, the appendix was generally so thor- 
oughly involved as to make it impossible to 
arrive at any accurate conclusion on that 
point. 

Sarcoma of the cecum was seen and oper- 
ated for twice. 

The operative mortality was 11 per cent. 
Seven patients were alive more than three 
years after operation. 





FRACTURE OF THE EMINENTIA 
CAPITATA. 

REINEKING (Surgery, Gynecology ‘and 
Obstetrics, December, 1909) writing on 
fracture of the humeral capitellum notes 
that the accident is rare, and reports a case 
in point. As the result of the study of the 
cases thus far published he notes that the 
most frequent causes appear to be direct 
violence to the flexed elbow, falling upon 
the extended palm, striking with a heavy 
implement, and one or two other varieties 
of injury. 

The articular cartilage alone may be de- 
tached, or a fragment may consist of this 
together with any portion of the bony sub- 
stance of the capitellum; it may consist of 
the entire capitellum detached from the 
condyle in the line of the original cartila- 
ginous attachment; or again, it may carry 
with it a smaller or larger shell of adjoin- 
ing bone. 

The displacement in the majority of 
cases is forward, but the fragment may be 
found resting behind the external condyle 
or between it and the olecranon process. 

Given the history of direct violence to 
the radial side of the elbow, or of other 
violence resulting in injury referred mainly 
to this region, moderate restriction of 
flexion and extension, pronation and supina- 
tion normal or nearly so, the landmarks of 
the elbow intact, pain and tenderness pretty 
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well limited to the distal part of the ex- 
ternal condyle, swelling very moderate and 
most marked in the same region—in the 
presence of this symptom-complex careful 
search should be made for the one distin- 
guishing clinical feature, namely, the pres- 
ence of a hard movable body in front of 
the external condyle or behind it. X-ray 
examination should in all cases confirm or 
correct the clinical findings. 

Removal of the detached fragment was 
required in the reported cases before satis- 
factory motion at the elbow could be 
restored, and it seems to have been fol- 
lowed by uniformly good results. In the 
writer’s case operation was refused, but the 
result shows that in children at least we 
may obtain a very satisfactory degree of 
motion without resorting to open operation. 
Notwithstanding this, the author advises 
the removal of the fragment in all cases, 
believing it will bring about more rapid 
restoration of function, and leave behind 
practically no deformity—in other words, 
yield a more perfect anatomical and func- 
tional result than will follow upon the non- 
operative treatment. 





SUBCUTANEOUS TREATMENT OF 
HERNIA IN CHILDREN. 

FauLps (Glasgow Medical Journal, De- 
cember, 1909), led thereto by the difficulty 
in finding accommodation in his wards for 
the large number of children brought to the 
hospital suffering from hernia, adopted the 
simple expedient of closing the inguinal 
canal by subcutaneous ligation. He be- 
lieves that in any stage or condition of 
simple inguinal hernia, so long as it can be 
reduced by the finger of the operator the 
simple operation he describes is enough to 
place the parts of the hernia in their normal 
relation to each other and leave nature to 
do the rest as the child grows. The author 
does not claim that this operation is one 
that should be exclusively done in all chil- 
dren with hernia, or in cases in which there 
is difficulty in finding the pillars of the ring, 
or in little girls, or where there are com- 
plications, as in hydrocele. Under such 
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circumstances the hernia should be cured 
by section. 

The child is prepared in the usual way 
for an anesthetic. It is placed on its back 
on the operating table, and its skin is thor- 
oughly sterilized as for the ordinary opera- 
tion. The operator having reduced the 
hernia, introduces his left forefinger into 
the inguinal canal by invaginating a small 
part of the scrotum, and feels both pillars 
of the ring. By doing this he can feel 
easily the length of the opening, and deter- 
mine the number of stitches necessary for 
its occlusion. Seldom more than two are 
required, and sometimes only one. He then 
takes a strong curved needle armed with a 
stout silk thread, pierces the skin about the 
top of the opening, and feels with the fore- 
finger in the inguinal canal the point of the 
needle as it comes through the pillar of the 
ring. He thus has the hernia reduced, and 
the sac behind his finger, which is in the 
canal, with the spermatic cord also behind. 
He then guides the point of the needle to 
the opposite pillar, and taking a good bite 
of the other pillar, brings the point of the 
needle out through the skin. He again 
introduces the needle into the point of exit 
and brings it down on the long axis of the 
canal into the subcutaneous fat. He next 
pierces the pillar of the canal, and guides 
the needle again across to the opposite pil- 
lar, taking a good bite of it; then traveling 
again in the subcutaneous tissues brings the 
point of the needle out at its original en- 
trance. He thus has the opening of the 
canal, as it were, in pursed strings, and 
pulling the whole together closes the ring, 
leaving sufficient room for the spermatic 
cord. By this procedure the skin and sub- 
cutaneous tissues are puckered together, but 
by catching the skin with a pair of dissect- 
ing forceps, and with a little manipulation, 
the skin and subcutaneous fat can be freed, 
and the ligature can be tied home on the 
pillars of the ring. A reef-knot is then 
tied as tightly as possible, and by lifting up 
the skin at the point of entrance of the 
knot with a pair of forceps the ligature is 
submerged, and thus no trace of operation 
in a few days can be found. 
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Faulds states that he has had very grati- 
fying results with this operation, though he 
acknowledges that he has had several re- 
turns of the hernia which were dealt with 
by the open method. One of his mistakes 
was incident to not taking a large enough 
bite of the pillars of the ring. Another 
was due to his failure to tie the ligature 
firmly enough to bring the pillars into thor- 
ough apposition. The risk to the patient, 
he holds, is practically nil, hence he can be 
sent home for the after-treatment without 
any fear of the wound becoming septic. 
Should the hernia return there is no harm 
done. The patient can then be treated by 
the usual method. 





TREATMENT OF ABORTION. 


STOWE (Surgery, Gynecology and Ob- 
stetrics, January, 1910) concludes a some- 
what exhaustive article on this subject by 
calling attention to the following points on 
treatment: 

The importance of treating all cases of 
uterine hemorrhage accompanied by inter- 
mittent pelvic pain in a woman of child- 
bearing age as acute abortion. 

The value of absolute rest in bed in the 
treatment of threatened abortion until all 
pain and bleeding have ceased. 

The necessity of saving as much blood as 
possible to avoid a long period of anemia 
and prostration. 

The selection of cotton pledgets in lieu 
of gauze strips as a material for vaginal 
tamponage. 

The use of finger curettement and manual 
removal of the uterine contents whenever 
possible. 

The performance of Hoening’s abdom- 
ino-vaginal compression when the condi- 
tions calling for it are present. 

The difficulty of complete sterilization of 
laminaria tents. 

The danger of perforation of the uterus 
with steel dilators and sounds. 

The great danger of uterine perforation 
with the steel curette in acute abortion and 
the value of the instrument in chronic abor- 
tion. 
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Curettement should be raised to the dig- 
nity and seriousness of a surgical opera- 
tion, and be performed under the same 
surroundings and with the necessary equip- 
ment. 

The importance of refraining from 
curetting after the complete emptying of 
the uterus. 

The use of ergot after the uterus is 
empty. 

Local interference in septic abortion 
when the infection is limited to the uterine 
cavity. Less tendency to interfere when 
the adnexa or peritoneum is involved in the 
septic process. 





TECHNIQUE OF EXTRAPERITONEAL 
CAESARIAN SECTION. 

DOEDERLEIN (Surgery, Gynecology and 
Obstetrics, January, 1910), after a histori- 
cal review of the operation, states that the 
region invaded is the subserosum prevesi- 
cale, paravesicale, and precervicale. The 
space of Retzius is entered; the peritoneum 
is firmly adherent only in the middle line 
on the posterior wall of the bladder. The 
bladder is very movable and easily discon- 
nected from the womb. The part of the 
ureter which must be carefully considered 
is that resting on the vagina. From the 
close proximity to the cervix and the 
density of tissue linking the ureter to 
uterus one may easily imagine how both 
ureters in labor resting directly on the 
cervix are pushed laterally and are drawn 
up with the cervix when the os dilates and 
the head cannot enter the pelvis. The 
ureter is rarely so dangerously near that it 
must be dissected up and pushed aside. Its 
nearness should, however, always be re- 
membered. As to blood-vessels, there are 
none of importance to avoid excepting the 
large uterine veins. The technique is as 
follows: 

The bladder having been loosely filled, 
and the patient placed in an exaggerated 
Trendelenburg position, an incision is made 
on the right side running from the 
symphysis to a point a little above the right 
anterior superior spine. The structures are 
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cut according to Pfannenstiel, with trans- 
verse splitting and loosening up of fascia, 
and pushing and retracting toward the left 
side of the right rectus muscle. Careful 
ligation of all bleeding vessels should be 
made before disturbing the paravesical 
space. Usually the contour of the bladder 
may be seen now. By slight dissection with 
the fingers the bladder may be readily seen, 
and its attachment to the plica vesico- 
uterina. The cervix or lower segment of 
the uterus is now exposed by dissecting 
with fingers the loose cellular tissue from 
behind the pubic bone (as is done, however, 
less extensively in hebosteotomy), and 
pushing aside the bladder and peritoneum 
with gauze. This may be done in a few 
seconds, and a space on the cervix as large 
as the palm of ahandis exposed. Inthe most 
prominent part presenting in the external 
wound a vertical incision is made and care- 
fully enlarged with scissors. The incision 
should not be larger than to allow the appli- 
cation of forceps to the head. In breech 
cases, extraction by foot is to be done. The 
placenta is removed by the Credé method 
or manually; time should not be lost wait- 
ing for spontaneous delivery. The uterus 
is packed with iodoform gauze, one end of 
which is passed out through the vagina. 
The uterine wound is sewed up with a 
continuous catgut suture, the loose cellular 
tissue and bladder stitched over the uterine 
suture, and the external wound closed as 
usual. If there is suspicion of infection it 
is well to drain through the vagina. A 
gauze drain may be placed down to the 
paravesical space from the abdominal in- 
cision and removed after eighteen hours. 
Professor Doederlein has thus far ope- 
rated on ten cases without mortality to 
either mother or child. In three cases the 
external wound of the fascia suppurating 
had to be opened and drained. Labor had 
lasted twenty-four to seventy-two hours be- 
fore operation was undertaken. No opera- 
tion lasted more than twenty-five minutes, 
and usually it was unnecessary to dissect 
back peritoneum and bladder from the cer- 
vix. Occasionally, however, this must be 
done in order to expose the cervix suf- 
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ficiently for delivery of the fetus. The 
most prominent part presenting in the 
wound is usually the anterolateral aspect of 
the cervix. The longer the woman is in 
labor and the narrower the pelvis, the easier 
the denudation of the cervix and the less 
liability to Hemorrhage. The hemorrhage 
was insignificant in all cases. The incision 
in the cervix should not be longer than to 
allow the application of forceps to the head. 
Forceps will deliver without danger to the 
child, and delivery is possible through a 
much smaller opening than would be re- 
quired under manual extraction. In cases 
in which infection is probable it is certainly 
better to drain. In absolutely clean cases 
the author believes that classical Czsarian 
section will hold its place as the operation 
par excellence, because it is beyond doubt 
the easier operation. There are, however, a 
great many doubtful or positively infected 
cases in which craniotomy cannot be made, 
and here the Doederlein method should be 
preferred. 





TECHNIQUE OF AMPUTATIONS, WITH 
SPECIAL REFERENCE TO OSTEO- 
PLASTIC METHODS. 

Moscucowi11z (Medical Record, Dec. 18, 
1909) notes that he has become an unre- 
served disciple to the methods involved in 
Bier’s osteoplastic amputations. The essen- 
tial etiology of the painful stump lies in the 
bone and periosteum. Bier’s method con- 
sists in covering the end of the bone with 
normal bone covered with normal perios- 
teum. This is the so-called plastic amputa- 
tion. As to the point of election, amputa- 
tion should always be performed at the 
lowest possible level commensurate with the 
existing or prospective vitality of the 
tissues. Neither the quality of the skin nor 
the disposition of the cicatrix should be 
seriously considered. In Raynaud’s disease, 
or as Burger names it, thromboangeitis 
obliterans, the point where amputation will 
be successful will be indicated by a method 
published by Moschcowitz. A Martin elas- 
tic bandage is applied high up on the ex- 
tremity, sufficiently tight to cause an 
anemia, and after allowing the bandage to 
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stay in place for a few minutes it is then 
unrolled. The extremity is then carefully 
inspected in order to note the lowest border 
of primary active hyperemia. - This is the 
line where amputation is to be done. 





OPERATIVE TREATMENT OF 
PYOSALPINX. 

AMBERGER (Beitrage sur klinischen Chi- 
rurgie, Bd. 61, Heft 2) draws the following 
conclusions from his experience in refer- 
ence to the operative treatment of pyosal- 
pinx: 

The operation for pyosalpinx gives extra- 
ordinarily gratifying results. Carried out 
in the interval it is almost without danger. 
The small mortality is not to be considered 
in view of the suffering and disability pro- 
duced by the disease. Every woman who is 
suffering from chronic pyosalpinx should be 
advised to be operated upon. The acute 
exacerbations of pyosalpinx are frequently 
very severe and threatening to life. In such 
conditions, unless the attack is seen to sub- 
side quickly, operation should not be de- 
layed until the peritoneum is badly involved. 
In none of the author’s cases was operation 
responsible for a fatal result. 

The results of the author’s operations as 
shown by after investigation have been, 
taken altogether, satisfactory. No necessity 
exists in the great majority of cases for 
such radical operation as the removal of the 
uterus, the removal of the diseased adnexa 
being, as a rule, all that is required. 





LIGATION OF THE THYROID VESSELS 
IN CERTAIN CASES OF 
HYPERTHYROIDISM. 

Cuartes Mayo (Annals of Surgery, De- 
cember, 1909), basing his conclusions on 
an experience of 200 operations, believes 
that the ligation of certain thyroid arteries 
and veins, and at times a portion of the 
gland, seems indicated in some cases of 
hyperthyroidism. 

First, in those suffering from mild symp- 
toms of hyperthyroidism, and those in 
whom the diagnosis is made early, possibly 
before the less important eye symptoms or 





even goitre is present. In cases which are 
hardly severe enough to warrant a thyroid- 
ectomy, the ligation of the vessels will often 
produce a cure in a few weeks with but 
little risk and without the necessity of 
special medication. 

Second, ligation is indicated in that larger 
group of acute severe exophthalmic goitres, 
and in the chronic and very sick patients, 
who, having exhausted all forms of treat- 
ment, are now suffering with various sec- 
ondary symptoms—dilatation and degener- 
ation of the heart, fatty liver, soft spleen, 
diseased kidneys which have resulted from 
the chronic toxins as seen in the later stages 
of Graves’s disease—changes which after 
all are the final cause of death. This oper- 
ation is of particular value in those cases 
with a marked pulsation and peculiar thrill 
of the superior thyroid arteries. 

All severe cases of hyperthyroidism when 
suffering from edema, ascites, dilatation of 
the heart, diarrhea, gastric crises of vomit- 
ing, should be under observation for a short 
time at least, and some of them for a con- 
siderable period of time to improve their 
condition if possible, before even a ligation 
be attempted. There is a time in the prog- 
ress of these cases when terminal degenera- 
tion of essential organs has advanced so far 
that they are no longer curable. When 
surgery is applied as a last resort it may be 
possible, by using some special great dex- 
terity and care, to remove part of the gland 
without an immediate fatal result. While 
the disease may be checked these patients 
are seldom sufficiently benefited to warrant 
the risk of an extirpation. On the other 
hand, at such times many cases which have 
at first appeared to be unfavorable subjects 
will so far improve under symptomatic 
treatment aided by rest, hygiene, +-ray, etc., 
as to become suitable operative subjects at a 
later period. It is in this class of cases in 
which ligation as a preliminary procedure 
is of great value. The relative safety of 
ligation as compared with that of thyroidec- 
tomy may lead the operator to accept as 
surgical risks patients so far advanced in 
the disease as to have but little prospect of 
cure. In operating upon these cases the 
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surgeon should use his judgment as to the 
time and method of operation, and the 
anesthetic to be used, from observations 
according to the improvement manifest 
under preparatory treatment. 

As an anesthetic ether is used on an open 
mask. A hypodermic of morphine sulphate 
gr. 1/6 and atropine sulphate gr. 1/100 is 
given thirty minutes before general anes- 
thesia is used. 

The more restless, nervous, and hysterical 
patients do well with scopolamine-morphine 
one hour preceding the operation with local 
anesthesia. 

A transverse incision gives the best work- 
ing space as well as the least disfiguring 
scar. It is made two and a half inches in 
length, crossing the central part of the thy- 
roid cartilage. The incision should be made 
in a natural skin crease if possible, and 
should include the platysma myoides, this 
one incision being better than two lateral. 
The inner border of the sternomastoid is 
retracted laterally. This exposes the omo- 
hyoid muscle, which is retracted upward 
and in toward the midline. Beneath this 
muscle is the upper pole of the gland with 
the superior thyroid artery and vein. 

The ligating material is linen passed by 
an aneurism needle. Should a vein be 
pierced and a hemorrhage follow the placing 
of the ligature, it is drawn upon, and a 
second loop is passed around including more 
tissue. In most cases this is preferable to a 
more generous incision with freer dissec- 
tion. The veins are purposely included to 
secure venous obstruction, the free anasto- 
mosis within the gland capsule making this 
of advantage. One need not fear the liga- 
tion of a nerve in this location, as the 
inferior or recurrent laryngeal is below. 
The wound is closed by a subcuticular 
suture without drainage. 

The location of the ligation at the pole of 
the gland is important, as in one case in 
which the superior thyroid arteries had been 
previously ligated at a point where they 
were given off from their origin at the 
external carotid there was but partial and 
temporary relief. At the second operation 
was found a reversal of the circulation in 
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the large inner branch anastomosing with 
the inferior thyroid, and in the upper part 
of the gland the circulation was but little 
reduced. 

The after-care of these patients is accord- 
ing to the severity of their symptoms—rest 
in bed, slow saline by rectum often re- 
peated. Patients will usually absorb several 
quarts of the solution within twenty-four 
hours, but should they be subject to diar- 
rhea the rectal saline may not be possible. 
In such cases, if from the severity of the 
symptoms it is especially desirable to use 
salines, they are given subcutaneously. 

Most of the patients are in a serious con- 
dition when operated upon, and a few 
develop very alarming symptoms. For 
these scopolamine can be given in doses 
varying from 1/200 to 1/150 grain to con- 
trol the great muscular restlessness, and 
injections of strophanthin and digitalis may 
be used with caution. Adrenalin will slow 
the pulse, but should be used with care at 
this time because of the strain upon the 
heart muscle. Camphorated oil 10 to 15 
minims hypodermically is a useful stimu- 
lant. An ice-bag over the pericardial region 
is of benefit. The danger after operation 
continues for several days in the more 
severe cases. 

Not only is the body charged with exces- 
sive secretion, but as the gland contains at 
the time of ligation much secretion for 
absorption, the general progress of these 
cases toward recovery is not so rapid as 
where a definite quantity of the gland tissue 
can be removed. 

In the large hard glands of hyperthyroid- 
ism where some reversion has occurred with 
colloid deposit, ligation is not indicated. 

The changes in the gland after ligation 
are most interesting. There is a change 
from the great increase in cell development 
back to a condition of simple goitre. This 
is produced by a simple exfoliation of cells 
and does not resemble the degenerative 
changes which are found in the glands 
removed in the late stages of Basedow’s 
disease, or those in which serum treatment 
has been used. In both of these there is a 





true cytolysis or chemical destruction of the 
cell. 

Five hundred and eighty patients suffer- 
ing from hyperthyroidism or exophthalmic 
goitre have been operated upon at St. 
Mary’s Hospital. Of these 225 were liga- 
tions of the superior thyroid arteries and 
veins. A number of these ligations have 
been made too recently to base observations 
upon except as to the immediate risk of 
operation, which is about two per cent in 
deaths occurring within a few days. Ten of 
these cases were operated upon too late and 
did not improve, but continued in their 
downward progress, dying in from eight to 
ten months later of their disease. In these 
deaths is included a case of pernicious 
anemia. 

There are now full records of 138 cases 
which were ligated sufficiently long ago to 
make their report of value. 

There were 12 cases of ligation of the 
remaining superior thyroid artery and vein 
following thyroidectomy of the larger lobe 
and isthmus, the primary operation being 
followed by relapse after one or several 
years with growth of the remaining lobe. 

Twenty-eight cases of thyroidectomy fol- 
lowed the ligation of both superior thyroid 
vessels. Although all of them were very 
severe cases at the time of ligation, there 
was no mortality from the second operation. 

In cases of ligation without thyroidec- 
tomy the results were as follows: Slight 
improvement, 9; great improvement, 44; 
very marked improvement, 11; absolutely 
well, 4; cases of questionable exophthalmic 
goitre, no improvement, 9. Of this latter 
type there are two classes: (1) Some 
peculiar cases of myocardial trouble; and 
(2) those in which the nervous symptoms 
predominate. Both classes are associated 
with other symptoms of hyperthyroidism. 
It is possible that in some of these the 
symptoms come from changes in other duct- 
less glands, especially the suprarenal ; as yet 
they remain to be better described. 

While many patients reported indefinite 
gain in weight, there were 68 cases in which 
an accurate report was given, showing that 
62 patients gained an average of 20% 
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pounds from three to five months after 
operation. If cases were excluded that were 
about normal weight at the time of opera- 
tion the average gain would exceed this. 
Six patients lost an average of 6 pounds; 
most of these were but little reduced at the 
time of operation. 

In the majority of cases the ligation is 
made as a definite step in a graduated oper- 
ation to reduce excessive secretion of the 
gland, and some of the reported cases are 
yet to be operated upon for the removal of 
part of the gland as a secondary procedure. 
Some of the patients in this series consider 
themselves too well at present to undergo 
another operation, and will probably do so 
only under the stress of a relapse of their 
symptoms, when it may be advisable to 
ligate the right inferior thyroid artery as a 
second step toward thyroidectomy. The 
Mayos found this procedure of value in 
nine cases. On several occasions, because 
of the various seemingly urgent reasons in- 
volving the safety of the patient, they 
deemed it advisable to convert a thyroid- 
ectomy into a ligation of vessels. 





A NEW METHOD OF ADMINISTERING 
MERCURY. 

MILIAN (quoted in Journal de Médecine 
et de Chirurgie, Jan. 25, 1910) calls atten- 
tion to the fact that mercury has been given 
by the mouth with the result of disturbing 
the digestion; by hypodermic injections, 
which at times are extremely painful; by 
inunctions which are incompatible with 
privacy and are, moreover, dirty; by sup- 
positories which have not proven very effi- 
cacious ; and by the nasal mucous membrane, 
calomel having been insufflated. He pro- 
poses as a new method the utilization of the 
preputial sac, stating that thus the drug can 
be introduced without ostentation and in 
quantities sufficient to be efficacious. Indeed, 
the success has been so great with mercury 
that he proposes that this hitherto little used 
mucous membrane be employed for the in- 
troduction of many drugs which irritate the 
stomach. He employs ung. hydrarg. 4.0 
grms., mixed with sufficient cacao butter to 
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make a small pastille, or the mixture may 
be molded into elongated rolls. The fore- 
skin is retracted, the pastille or roll is placed 
in the coronary sulcus, and the foreskin is 
brought forward again. The author states 
that in four hours the drug has completely 
disappeared, nor does any of it escape by 
melting, absorption being complete. He has 
tried this method on 40 patients, nor has he 
ever seen the faintest irritation result; it is 
singularly efficacious for lesions of the 
penis. As for the inconveniences of the 
method, the author states that there are 
none, except that, as he naively remarks, it 
is not applicable to either women or those 
who have no prepuces. 





GONORRHEA IN YOUNG WOMEN. 


HOoLiisTerR (Southern California Practt- 
tioner, January, 1910) records the results of 
his experience in vaccine therapy at one of 
the State reformatories where it was possi- 
ble to carry out the method in a series of 
some 70 cases of gonorrhea in young girls. 
The report covers a period of thirteen 
months. Some 40 of the patients were 
under close observation for a year. The 
cases are divided into groups. 

Group I included those patients receiving 
gonococcus vaccine alone. 

Group II also received local treatment— 
that is, twice a week the secretions were 
wiped away by dry cotton and the cervix 
and vaginal vault was swabbed with pure 
ichthyol. 

Group III received ichthyol treatment 
alone. 

Group IV were treated daily with a low 
pressure salt douche, and once a day the 
discharge was thoroughly swabbed from the 
vaginal vault and external os with normal 
salt sponges. 

Group V were given antigonococcus 
serum, and Group VI received vaginal 
swabbing twice a week with a four-per-cent 
silver nitrate solution. The urethritis cases 
received injections of two-per-cent argyrol, 
as the case demanded. In all instances the 
external genitals were washed three times a 
day in normal salt solution. In Groups I 
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and II a stock vaccine was employed, and a 
uniform dosage of 25,000,000 was adminis- 
tered once a week. The dosage of the 
antigonococcus serum was one cubic centi- 
meter given to each patient three times a 
week. 

Both the vaccine and the serum gave an 
occasional local reaction. It was observed 
that gonococci disappear in the greatest per- 
centage of cases treated by vaccine; next in 
those treated by antigonococcus serum; last 
in those treated by silver nitrate. As to the 
disappearance of discharge, this was the 
most effectually accomplished by ichthyol. 
Thereafter antigonococcic serum was effi- 
cient. Vaccination came next in order, and 
silver nitrate was the least satisfactory. It 
is noteworthy that the disappearance of the 
discharge from the different classes does 
not run parallel with the disappearance of 
the gonococci in the same class. In the 
urethra the discharge and the gonococci 
disappear almost simultaneously. This is 
approximately true in the vulvar region, 
while the findings in the vaginal and cervical 
regions are very different. For example, at 
the end of the eighth month 100 per cent 
showed a thick glairy discharge coming 
from the cervix, and in not one of these 
cases were gonococci demonstrable in smears 
taken at that time. In the following month 
85 per cent showed a cervical discharge, 
while in only 15 per cent of these cases were 
gonococci found. In a considerable num- 
ber of cases in which the vulva and urethra 
were perfectly clean, both as to the dis- 
charge and gonococci, gonococci were found 
in smears from the cervix. 

Investigation was made as to which 
region was most frequently involved when 
first examined. The result was: First, 
vulva; second, cervix; third, urethra; 
fourth, vagina. 

Gonococci cleared up first from the 
vagina; second, vulva; third, urethra; 


fourth, cervix, the cervix thus showing a 
greater chronicity. The pelvic findings in 
general show the greatest improvement in 
cases treated with vaccine plus ichthyol. 
The vaccine alone and serum give approxi- 
mately equal results. 


Ichthyol alone comes 
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next in value, while silver nitrate comes 
last. The advantages in the vaccine are: 

1. The volume of the dosage is very 
small, only one-fourth of that of the serum, 
hence there is practically never any local 
reaction. (A more or less minor point.) 

2. The interval between the injections is 
three times as long as the interval between 
the injections of the serum. 

3. The preparation of the vaccine is very 
much simpler than that of the serum. It 
can be prepared in any well-equipped lab- 
oratory, while the preparation of the serum 
necessitates the immunizing of animals. 
The greater frequency of the dosage of 
serum and its more difficult preparation 
make the serum treatment considerably 
more expensive than that of the vaccine. 

4. The examination of smears made from 
the cervix, as well as from the vulva, 
vagina, and urethra, is of vital importance 
in the diagnosis of gonorrhea in many cases. 

The absence of a vulvovaginal discharge 
by no means rules out the diagnosis of 
gonorrhea. 


A RARE CASE OF INCARCERATION OF 
A LOOP OF SMALL INTESTINE IN 
THE PROLAPSED POSTERIOR 
WALL OF A CECAL FISTULA. 

Ustert (Deutsche Zeitschrift fiir Chirur- 
gie, Bd. 103, H. 1-2) reports in detail a 
case of incarceration of a loop of small 
intestine in the prolapsed posterior wall of a 
cecal fistula, saying that this is the first case 
of the kind reported. The patient was a 
woman who in 1904, at sixty-seven years of 
age, had had a cecal fistula produced on 
account of intestinal obstruction. Following 
this, up to August 4, 1908, the patient did 
well and very seldom needed to consult a 
physician. On this date she was stricken 
with severe pain in the abdomen and vomit- 
ing; and was no little surprised to find at 
the site of the fistula a large, dark-red, 
sausage-formed mass. The patient on 
examination at this time gave a history of 
having been constipated for several days, 
and that for several weeks on changing the 
dressing she had noticed, especially on 
coughing, a brownish-red swelling the size 
of a cherry at the site of the fistula which 
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could be returned by slight pressure. Ex- 
amination showed the surface of the tumor 
to be the wall of the cecum turned inside 
out. It was impossible to enter the lumen 
of the bowel with the finest sound. As 
reduction appeared to be impossible, opera- 
tion was carried out as follows: 

An incision was made at both sides of the 
mass and an attempt made to reduce the 
loop of small intestine which lay in the 
cavity formed by the posterior wall of the 
cecum by pulling on the portions which 
remained in the abdomen, but this did not 
succeed. The hernial ring was then incised, 
and after the sac was thus emptied of its 
fluid, the reduction of the loop of intestine, 
about 12 centimeters in length, was accom- 
plished by traction. As it appeared to be 
in favorable condition it was returned to the 
abdomen. After reduction of the small 
intestine the cecal wall was readily returned 
to the abdomen. The fistula was closed 
temporarily by means of button sutures. 
On further investigation it was found that 
there was atrophy and diastasis of the 
muscles at the site of the fistula to such an 
extent that the belly wall at this point was 
made up only of peritoneum and skin. A 
portion of this wall was resected in order to 
lessen the size of the hernial sac. The peri- 
toneum was quite normal. Three days 
later, however, diffuse peritonitis set in, and 
on the fifth day after the operation the 
patient died. 





INFLUENCE OF OPIUM AND PHYSOS- 
TIGMINE UPON INTESTINAL 
SUTURES. 

UyENo (Beitrage zur klinischen Chirurgie, 
Bd. 65, Heft 1) reports upon animal ex- 
periments to determine the effect of opium 
and physostigmine upon intestinal sutures. 
Dogs were used as controls ; to 8 opium was 
administered in the dose of 0.3 g. per anum 
daily for two to three weeks, and to 11 was 
given physostigmine salicylate .002 g. hypo- 
dermically each day for five to fourteen 
days. The conclusions of the author are 
that the paralysis of the intestine by means 
of opium and the stimulation of peristalsis 
by physostigmine have great influence upon 
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intestinal suture; that opium favors the 
development of connective tissue at the site 
of suture, and physostigmine interferes with 
the development of connective tissue. The 
amitotic division of the intestinal epithelium 
showed unimportant differences, being 
somewhat hindered by opium and favored 
by physostigmine. Neither drug exerted 
any noteworthy effect so far as adhesions 
are concerned. 





THE USE OF OIL IN ABDOMINAL 
SURGERY. 

WILKIE (Surgery, Gynecology and Ob- 
stetrics, February, 1910) on the basis of an 
experimental research, supplemented by 
some clinical observations, concludes that 
the surgeon may feel justified in advocating 
the introduction of oil into the peritoneal 
cavity after operation for the relief of old 
standing adhesions; in operations for 
localized or diffuse peritonitis where 
handling of the viscera in unavoidable; for 
operations for generalized peritonitis to 
favor subsequent drainage and intestinal 
peristalsis. 

The last indication he thinks is the most 
positive one, since thus adhesions will be 
prevented for a few days at least, thus 
allowing the purulent exudate to find its 
way down to the pelvic drain and so escape. 
Moreover, the general lubrication favors 
intestinal peristalsis. In one clinical case 2 
ounces of sterile vaselin oil was poured into 
the abdomen at the conclusion of operation 
for perforation in a partially gangrenous 
cecum which had herniated through the 
foramen of Winslow, and in which, at the 
operation, considerable exposure and 
handling of the intestines was unavoidable. 
Death occurred thirty-six hours later, when 
the intestines were found non-adherent and 
covered with a thin film of oil. 

In a second case of acute general peri- 
tonitis incident to a ruptured appendix, pus 
and fibrin being found covering the liver 
and under surface of the diaphragm, the 
same procedure was carried out. The 
patient passed flatus a few hours after 
operation and exhibited none of the symp- 
toms of intestinal paresis. 








Tue Optic NERVE AND THE AccEssoRY SINUSES 
oF THE Nose. A Contribution to the Study of 
Canalicular Neuritis and Atrophy of the Optic 
Nerve of Nasal Origin. By Professor A. 
Onodi. Authorized Translation by J. Lueck- 
hoff, M.D. Edin., Ch.B. Illustrated. New 
York: William Wood & Company, 1910. 
Onodi’s admirable study of the minute 

anatomy of the nasal accessory sinuses and 
their relations to the optic nerves is well 
known, and therefore the medical profes- 
sion is under obligations to Dr. Lueckhoff 
for his excellent translation of this mono- 
graph. As the result of years of study of 
the regions which his book describes, 
Onodi, to use his own language, has pro- 
vided an anatomical basis for the investi- 
gation of visual disturbances and blindness, 
associated with disease of the accessory 
sinuses, and especially disease of the pos- 
terior ethmoidal cells and the sphenoid 
sinuses. He laments the absence of a com- 
plete study of the pathological anatomy 
involved in such investigations, and it is 
earnestly hoped that at some future time he 
will undertake to elucidate this with the 
same skill that he has applied in the descrip- 
tion of the anatomy of the parts. 

The monograph is divided into two por- 
tions. The first concerns itself with the 
topographical anatomy, and is illustrated 
with a series of cuts reproduced from pho- 
tographs, which are of natural size. One 
may have some idea of the painstaking care 
of the work when it is remembered that 
Onodi has established thirty-eight variations 
in the relationship of the optic nerves to 
the most posterior ethmoidal cell and the 
sphenoidal sinus. These thirty-eight varia- 
tions are divided into twelve main groups, 
and each group is carefully recorded and 
always well and clearly illustrated. 

The second portion of the monograph 
concerns itself with clinical considerations, 
and there is a full analysis of the literature 
as it pertains to this subject, and a very 
complete but condensed description of the 
different ocular lesions which have been 
noted in association with various types of 
sinusitis, particularly ethmoid and sphenoid 
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disease. The development of choked disk, 
retrobulbar neuritis, optic nerve atrophy, 
thrombophlebitis, central scotomas, etc., is 
thoroughly described, and the paths of in- 
fection and the pathogenesis accurately re- 
corded. Rarely has so much information 
been so well condensed in so few pages, 
and the author is much to be congratulated 
on the results of his work. 6G. E. DE S. 


A TEXT-BOOK UPON THE PATHOGENIC BACTERIA. 
For Students of Medicine and Physicians. By 
Joseph McFarland, M.D. Illustrated. Sixth 
Edition, Thoroughly Revised. W. B. Saunders 
Company, Philadelphia and London, 1909. 
Although in the sixth edition, and not- 

withstanding the author’s assurances that 

the book has “nearly ten thousand readers” 

(page 7), McFarland’s Bacteriology is far 

from the ideal which age and opportunity 

for frequent revision would have led us to 
hope. The volume has attained a reason- 
ably large degree of popularity, much of 
which has been deserved, but rapid ad- 
vances in almost every field of the subject, 
added knowledge, and the opening of en- 

tirely new vistas, bring to the author im- 

mediate responsibilities and obligations that 

cannot be lightly cast aside; plate matter 

must be relegated to the scrap-heap, and a 

new edition should mean more than an in- 

differently revised reprint. This tendency 
of busy men to shirk the uninviting task, 
literary and manual, incident to bringing 
matter to date, deleting the useless or the 
obsolete, correcting errors inherent to every 
publication, and giving readers a true expo- 
sition of the subject, has so grown that in- 
stead of new editions of old books, often 
one-time friends, being real additions to 
medical literature they are composites of 
the new and the old, the latter often pre- 
dominating. Readers have a right to de- 
mand that a new edition shall be what it 
pretends to be, and not little more than an 
indifferently edited reissue. The foregoing 
facts place upon reviewers the onerous and 
most unpleasant duty of calling attention to 
the shortcomings of so-called new editions 























that, for the most part, are altered exten- 
sively on title pages and in flattering prefa- 
tory notes, and to lesser degrees in the sub- 
ject-matter for the study of which they are 
selected by the purchaser. Ordinarily when 
a book such as Professor McFarland’s 
reaches the sixth edition criticism is dis- 
armed and commendation seems quite un- 
necessary ; when this attitude is not possible 
the usual cause is an attempt to rest future 
popularity on past success—an all too com- 
mon procedure. 

Professor McFarland adopts arbitrary 
divisions of his subject which occasionally 
result in incongruities and strange bedfel- 
lows. In the first part of the volume, de- 
voted to General Considerations, Chapter 
V, “Methods of Observing Bacteria” is fol- 
lowed by chapters on Sterilization and Dis- 
infection, Culture Media and the Cultiva- 
tion of Bacteria, and these in turn by “Cul- 
tures and Their Study;” certainly the last 
embraces a most important method of ob- 
serving microbes. This effort at division 
and subdivision leads to grouping Acute 
Contagious Conjunctivitis due to the Koch- 
Weeks bacillus among the bacteremias; 
gonorrhea among the Acute Local Infective 
Diseases, the author observing that it is not 
always so restricted; whereas chancroid is 
placed with the Subacute or Chronic Local 
Infective Diseases. All the pneumonias 
(including bronchopneumonia) are em- 
braced under “Specific Diseases and Their 
Bacteria”—certainly bronchopneumonia is 
not a specific disease, and the author so 
states; he might, however, have mentioned 
the pneumococcus as a cause. Even tuber- 
culosis cannot be regarded in all cases as 
a chronic or even subacute local infective 
disease. The divisions given partake too 
much of the dogmatic, and bacteriology 
does not as yet permit of such arbirtrary, 
often incorrect, generalization. If one may 


judge by the context, none better than the 
distinguished author recognizes the in- 
adaptability of his subject to the divisions 
and subdivisions selected. Then why make 
the attempt? 

The chapter headings of the present vol- 
ume are identical with those of its imme- 
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diate predecessor, and comparison shows 
that many pages in the two editions are 
essentially the same and without important 
additions. The revision of the book has 
not been uniform, nor are all statements 
trimmed to extended knowledge of facts; 
for example, we are told (page 32) that 
“parasitic bacteria not habitually entering 
the tissues, but inhabiting the intestine, as 
the bacillus of typhoid fever,” etc.; and 
again (page 552) it is stated that during 
the first two weeks of typhoid there is al- 
ways a well-marked blood infection. The 
former statement is also inconsistent with 
the classification of the disease among the 
bacteremias. 

The citations of literature have not, in 
many instances, been brought up to date. 
The chapter on Hydrophobia contains no 
references later than 1904, and consequently 
the inquiring student would fail to find the 
results of the labors of Abba and Bormans, 
Mazzei, Fermi, Rucker, Van Gieson, Re- 
petto, Williams, Proescher, and many others 
writing since the date mentioned. As addi- 
tional evidences of strained or distorted 
classification, hydrophobia is placed with 
the toxemias and yellow fever among the 
bacteremias; in the present state of our 
knowledge less violence would have been 
done had both been assigned to the section 
on “Unclassifiable Diseases.” The author, 
while admitting the probability that yellow 
fever is due to an animal parasite, is propa- 
gated by mosquitoes, and is not caused by 
the Bacillus X of Sternberg or the Bacillus 
icteroides, devotes pages to the considera- 
tion of these and allied organisms. 

The chapters on Technic contain many 
directions that are unsatisfactory and in- 
complete. For example, we are told (page 
158) that celloidin should be “the thick- 
ness of oil,’ which might be as thin as 
origanum or as dense as immersion oil. 
When discussing celloidin and paraffin em- 
bedding the restrictions as to the size of 
blocks should have been made clear. The 
directions (page 428) for performing the 
complement deviation test (Wassermann 
and Bruck) for the diagnosis of syphilis 
are totally inadequate, and consequently 
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valueless. Obsolete types of apparatus 
(Fig. 27) could have been deleted. 

It were expecting too much to hope that 
all writers of American text-books would, 
even when under the supervision of the 
omniscient proofreader, use acceptable Eng- 
lish. We should be spared, however, such 
statements as “Many succumb to these and 
are never penetrated more deeply into the 
body” (page 80) ; “the tubercle bacilli alone 
remains red” (page 354) ; “animals injected 
into the peripheral veins live longest” (page 
81). Our friends the antivivisectionists 
should prohibit the injection of animals into 
peripheral veins. 

In the various phases of descriptive bac- 
teriology Professor McFarland writes in 
his best and by far his most accurate vein. 
Immunity is adequately considered and ap- 
propriately illustrated by schematic draw- 
ings, without which no text on the subject 
is likely to be lucid. To the satisfactory 
nature of the work along these lines is 
largely due its continued popularity, and 
were the author to decide upon a full and 
adequate revision, with a melting of plates 
and a recasting of the matter, he could ably 
produce what the book purports to be, 
namely, a “Text-Book upon the Pathogenic 
Bacteria.” W. M.L. C. 


SERUM DIAGNOSIS OF SYPHILIS AND THE BUTYRIC 
Aci Test ror SYPHILIS. By Hideyo Noguchi, 
M.D., M.Sc. Illustrated. J. B. Lippincott Com- 
pany, Philadelphia and London. 

Even the casual reader, possessing little 
more than a passing familiarity with any 
particular subject, quickly recognizes the 
product of one acquainted at first hand with 
the subject of his theme; to this class 
clearly belongs the present monograph. The 
subject upon which Dr. Noguchi writes is at 
present most actively discussed by clinicians 
and laboratory workers, particularly for the 
purpose of adopting a definite technique, the 
most trustworthy and practicable. 

The author opens the subject with a dis- 
cussion of the principles of serum hem- 
olysis, which forms the groundwork neces- 
sary for a full comprehension of the various 
facts later applied to the problems consid- 
ered. The book is avowedly written for 
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students and practitioners and as a guide 
for laboratory workers, and for the latter 
purpose is superior to many written along 
parallel lines in that it not only gives tech- 
nique but the reasons for each step taken. 
The monograph includes twelve chapters, 
bibliography, glossary, and index. 

After discussing the principles involved 
in hemolysis, including the presentation of 
the quantitative facts bearing upon that 
phenomenon, the principles of bacteriolysis, 
and the general facts concerning antigens, 
antibodies, precipitins, and precipitinogens, 
the writer proceeds to a consideration of the 
Bordet-Gengou phenomenon of complement 
fixation. The sources of technical and de- 
ductive error are summarized, and the vari- 
ous steps of the Wassermann reaction are 
fully discussed. The writer then takes up 
the technique of the Noguchi modification, 
which is given with most commendable at- 
tention to all essential details. The writer 
has in a way revised some of his earlier 
views, the latest conclusions which he has 
reached being fully set forth. 

A discussion of the diagnostic value of 
the Wassermann reaction embraces fifteen 
pages, summarizes the literature, and is 
greatly enriched, indeed made valuable, by 
the record of the author’s results in 1082 
cases of syphilis. This chapter is illustrated 
by numerous tables, gives the results of 
various observers, and concludes with a dis- 
cussion of the influence of treatment upon 
the reaction. 

The concluding chapter is devoted to a 
description of the butyric acid test both of 
blood serum and cerebrospinal fluid. He 
regards the butyric acid reaction as yielding 
results approximately parallel to those af- 
forded by cytodiagnosis. The volume closes 
with a very full (21 pages) bibliography, a 
glossary of the terms constituting the 
vocabulary of immunity as applied to serum 
diagnosis, and an acceptable index. The 
book contains numerous diagrams in black 
and white and in color, which even better 
than accurate drawings serve to elucidate 
the text. 

For the purposes for which the volume 
was written it may most cordially be in- 

















dorsed, and in addition it should be read by 
all those interested in the practical appli- 
cations of our knowledge of immunity to 
diagnosis and to treatment. W.M.L.C. 


Livinc ANATOMY AND PatHoLocy. The Diagnosis 
of Diseases in Early Life by the Roentgen 
Method. By Thomas Morgan Rotch, M.D. 
Illustrated. J. B. Lippincott Company, Phila- 
delphia and London. 

Professor Rotch has served a most valu- 
able function in bringing before the pro- 
fession the present publication, which is 
practically an atlas of Roentgenology as 
applied to the anatomy, pathology, and 
diagnosis in childhood. The volume does 
not deal with the technique of the science 
but with interpretation of the results, and 
properly begins with a study of the living 
normal anatomy, which, with Division II, 
includes forty plates. The writer’s views 
with regard to the value of the +-ray. in 
determining problems entering into the 
question of school and child labor are well 
set forth. He is of the opinion that in the 
future we shall determine age, whether for 
gymnastics, athletic sports, kindergarten, 
school, or child labor, by means of anatom- 
ical conditions rather than by chronological 
periods, and for the purpose recommends 
the Roentgen method. 

The third division of the volume, plates 
41 to 7%3 inclusive, illustrate various anom- 
alies, osteogenetic disturbances such as 
achondroplasia, osteogenesis imperfecta, and 
fetal rickets. The demonstration of the 
last as an established entity he regards as 
still unsatisfactory. Fifteen plates illustrate 
osteomalacia, infantile atrophy, scurvy, and 
rickets, and are embraced under the fourth 
division, in which are considered diseases 
of nutrition. 

The fifth division treats of diseases of 
the head and spine, and especially valuable 
are the superb illustrations of defective 
jaws, and imperfectly erupted teeth. The 
succeeding chapter contains thirty plates 
illustrative of diseases of the chest. The 
importance of this subject and the wealth 
of illustration would certainly justify more 
than ten pages of printed text. Two pages 
for the consideration of Roentgen photog- 
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raphy and diagnosis of abdominal disease 
in children are inadequate, even though 
reénforced by five exceptionally beautiful 
Roentgengraphs. The illustrations of for- 
eign bodies (plates 143 to 156 inclusive) 
are exceptionally well selected. The con- 
cluding division, dealing with the extrem- 
ities, is illustrated by over 100 plates show- 
ing a varied group of conditions well pre- 
sented in x-ray photographs. The pictures 
of neoplasms and tuberculous processes and 
those of fractures and dislocations are espe- 
cially commendable. Many of the #+-ray 
photographs are accompanied by pictures 
of the patient, giving to the examiner an 
invaluable comparison between the results 
of the two types of photography. The book 
is a superb exposition of the printer’s and 
illustrator’s art, and the subject-matter well 
chosen and admirably presented. 
W. M.L.C. 


THE ELEMENTS OF THE SCIENCE OF NUTRITION. 
By Graham Lusk, Ph.D., Sc.D., F.R.S. Second 
Edition, Revised and Enlarged. W. B. Saun- 
ders Co., Philadelphia, 1909. 

Three years ago the first edition of this 
excellent book made its appearance. Al- 
though the subject with which it deals is 
exceedingly complex, Dr. Lusk has been 
successful in presenting his text in such a 
way that it can be easily grasped by the 
average medical reader who will thought- 
fully peruse its pages. The book contains 
fifteen chapters, opening with a discussion 
of starvation and the regulation of temper- 
ature. The following chapters deal with 
proteid foods and the specific dynamic ac- 
tion of the foodstuffs. This is followed by 
a chapter upon the influence of fats and 
carbohydrates and on the effects of 
mechanical work on metabolism. Normal 
diet is next discussed, as is the food 
requirement during the period of growth. 
The eleventh chapter deals with meta- 
bolism in anemia, at high altitudes, and 
the various disorders of nutrition, and is 
followed by one upon metabolism in dia- 
betes and in phosphorus poisoning. The 
thirteenth chapter deals with the important 
subject of metabolism in fever, the four- 
teenth chapter with metabolism in gout, and 
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the last with the theory of metabolism. A 
copious bibliography is scattered throughout 
the book, so that those who wish to pursue 
the subject further have at hand all the im- 
portant references. 

Dr. Lusk is so well known in his special 
field that it goes without saying that he who 
reads this book may feel assured that he has 
the latest and best information in regard to 
this important subject. 


Tue Conguest or DisEAsE THROUGH ANIMAL 
EXPERIMENTATION. By James Peter Warbasse, 
M.D. D. Appleton & Co. New York and 
London, 1910. 

This small octavo, printed in large type 
and covering a little less than two hundred 
pages, is dedicated to “the laborers in the 
field of the biological sciences who wrest 
from Nature her secrets to the end that 
life shall be more sweet, that pain may be 
relieved, that childhood, youth, and age 
shall be absolved from the hazards of dis- 
ease, that death shall be postponed, and 
that the light of truth shall fall upon dark 
places.” It contains ten chapters: a brief 
one upon the study of living animals; an- 
other, equally brief, upon what is meant by 
animal experimentation; another upon the 
meaning of pain; still another upon what 
is cruelty to animals; and the sixth chapter 
deals with animal experimentation and 
physiology. Following this chapter is one 
upon animal experimentation in its relation 
to practice of medicine and hygiene, and 
this in turn is followed by a chapter on 
animal experimentation in its bearing upon 
surgery. The ninth chapter deals with ani- 
mal experimentation as related to diseases 
of the lower animals, and the tenth chapter 
with the “conclusions” which are justified 
by the text which has been presented and 
from the experience of the medical profes- 
sion along these lines. 

The time of appearance of this little 
volume is most propitious. It is a work 
which presents to medical and lay readers 
some of the facts with which every one 
should be familiar, for they prove beyond 
doubt that experiments upon animals are 
not only justifiable in theory, but that their 
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results for the human race and for animals 
themselves are most beneficent. It is refresh- 
ing to read well-balanced scientific state- 
ments so well expressed that even the non- 
medical mind can grasp them; the more so, 
as Dr. Warbasse’s text affords a refreshing 
contrast to much of the well-intended, but 
utterly false and misleading, statements of 
those who call themselves antivivisection- 
ists, and who, curiously enough, seem to 
have no objection to the slaughter of 
myriads of animals of all kinds for the sake 
of providing a comparatively few persons 
with an entertainment commonly called 
“sport.” We are inclined to believe that 
more pigeons are wounded and maimed in 
the course of a year in shooting matches 
than animals are employed by experi- 
menters for scientific investigation, and 
these birds are a very small proportion 
of the animals killed for “sport” and not 
for food. If the daily papers can be 
believed, the sport of an ex-President of 
the United States has resulted in about 
17,000 specimens being shipped to the 
Smithsonian Institution, where their study 
and examination will probably advance 
human knowledge, but certainly will not 
advance methods for the relief of human 
suffering. 

We cordially commend this book to 
medical men, not only for their own delec- 
tation and education, but also for the pur- 
pose of placing it in the hands of those who 
are sufficiently intelligent to be interested 
in this subject, and who wish to be correctly 
informed concerning it. 


ProcressivE MEpictnE. A Quarterly Digest of 
Advances, Discoveries, and Improvements in 
the Medical and Surgical Sciences. Edited by 
H. A. Hare, M.D., Assisted by H. R. M. Landis, 
M.D. Volume I, March, 1910. Lea & Febiger, 
Philadelphia and New York, 1910. 

The present volume, like its predecessors 
in the month of March, deals with the sur- 
gery of the head, neck, and thorax, by Dr. 
Charles H. Frazier, one of the Professors 
of Clinical Surgery in the University of 
Pennsylvania; the infectious diseases, by 
Dr. John Ruhrah, Professor of Diseases of 
Children in the College of Physicians and 




















Surgeons, of Baltimore; diseases of chil- 
dren, by Dr. Floyd M. Crandall, Consult- 
ing Physician to the Infants’ and Children’s 
Hospital, New York; rhinology and laryn- 
gology, by Dr. D. Braden Kyle, Professor of 
Laryngology in the Jefferson Medical Col- 
lege of Philadelphia; and lastly it contains 
a summary of the otological literature of 
the year by Dr. Arthur B. Duell, Professor 
of Otology in the New York Polyclinic 
Medical School and Hospital. 


SERUMS, VACCINES AND TOXINS IN TREATMENT 
AND Dracnosis. By William Cecil Bosanquet, 
M.A., M.D., F.R.C.P., and John W. H. Eyre, 
M.D., M.S., F.R.S. Cassell and Company, 
New York, London, Toronto, Melbourne, 1909. 
Price 7s. 6d. 

When the first edition of this book ap- 
peared in 1904, we spoke of its contents in 
terms of praise, which were well deserved. 
The five years which have elapsed since the 
first edition have been characterized by the 
most extraordinary activity on the part of 
investigators along these lines, perhaps the 
most notable advance being in connection 
with so-called vaccine therapy. This has 
necessitated careful and complete revision 
of the text and the addition of a very con- 
siderable amount of new material. The 
book is made up of sixteen chapters with 
two appendices. The opening chapter deals 
with immunity and resistance, and is fol- 
lowed by one upon the preparation and 
administration of serums and vaccines. The 
third chapter discusses serums and toxins. 
In the diagnosis of diseases the remaining 
thirteen chapters deal with the various dis- 
eases in which antitoxins and vaccines or 
serums are generally employed: Diphtheria, 
tetanus, snake-bite, smallpox, hydrophobia, 
plague, enteric fever, tuberculosis, cholera, 
anthrax and glanders, malignant tumors, 
and infections due to streptococcus are in- 
cluded. The first appendix deals with the 
therapeutic use of normal horse serum; the 
second with a list of various preparations. 
The book contains thirteen illustrations and 
three charts, and is by long odds the best 
one on the subject with which we are fa- 
miliar. The constantly increasing import- 
ance of this department of therapeutics 
renders it essential that every practitioner 
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shall be familiar with these comparatively 
new methods of treating disease, and this 
book provides accurate and scientific in- 
formation, without undue optimism, as to 
the powers of various remedial agents. 


DuopeNAL Utcer. By B. G. A. Moynihan, M.S. 
London, F.R.C.S. Illustrated. W. B. Saunders 
Co., Philadelphia and London, 1910. Price 
$4.00. 

Every one acknowledges that Mr. Moyni- 
han is facile princeps in the surgery of the 
stomach and bowel. His excellent work 
continually brings to him a large number 
of cases from a wide area, and his home in 
Leeds is situated in a country in which 
gastric and duodenal ulcer seems to be 
more common than it is in the United 
States. He brings to the preparation of 
this book, for these reasons, not only a 
large experience but a clever and concise 
method of presenting the facts to his pro- 
fessional brethren. The book is copiously 
illustrated with half-tones and plates, and 
in addition a large number of cases are 
cited here and there which serve to present 
the subject in a practical form. The book 
is rather a record of his personal experience 
than a consideration of the views and meth- 
ods of other surgeons. There are almost no 
references, either in foot-notes or in an 
appended bibliography, but the opening 
chapter dealing with a history of duodenal 
ulcer contains a very considerable number 
of references to papers which may be con- 
sidered epoch-marking, or of great im- 
portance. 


DISEASES OF THE STOMACH AND INTESTINES. By 
Robert Coleman Kemp, M.D. W. B. Saunders 
Co., Philadelphia and London, 1910. Price 
$1.00. 

This volume, which contains nearly 800 
pages, has been written by one who for a 
number of years has devoted considerable 
attention to these important subjects. After 
opening chapters upon the anatomy of the 
stomach and intestines, and the physiology 
of digestion, it deals with the examination 
of the patient, and then proceeds with the 
major portion of the task, namely, a dis- 
cussion of. the methods of examination and 
treatment of the stomach, to which subjects 
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fourteen chapters are devoted. The third 
part of the book deals with diseases of the 
intestines and contains thirteen chapters, the 
closing chapter dealing with the various 
intestinal parasites. The material is well 
chosen. The therapeutic advice which is 
given, both as to the quality and the method 
of its presentation, is excellent. Methods 
of physical and chemical examination are 
adequately and correctly described in such 
a way that the book may be used either as a 
text-book for students or as an excellent 
guide for the general practitioner. 


DISEASES OF THE STOMACH. A Manual for Prac- 
titioners and Students. By S. H. Habershon, 
M.A., M.D., F.R.C.P. Illustrated with Eight 
Colored and Black and White Plates. Cassell 
& Company, Limited, London and New York, 
1910. 

The object of the author of this small 
manual is to provide a concise and intel- 
ligible work upon diseases of the stomach, 
especially from the clinical standpoint. It 
has its origin in a request often made that 
the author should republish the works of 
his father, the late S.°O. Habershon, on 
Diseases of the Abdomen. Dr. Habershon, 
Jr., has recognized that the advances made 
in this line of medicine are so remarkable 
that the successful editing of the older book 
was quite impossible, and therefore he has 
prepared new text in which he has em- 
bodied the work of English, French, Ger- 
man, and American investigators and clin- 
icians. The book is well put together, is 
well balanced, and the judgment of the 
author in emphasizing certain points and 
minimizing others is excellent. 


A Hanpsoox or DISEASES OF THE Ear. For the 
Use of Students and Practitioners. By Richard 
Lake, F.R.C.S. [Illustrated with Plates in 
Black and White. Third Edition. William 
Wood & Co., New York, 1910. Price $2.75. 
The physician who wishes a complete and 

exhaustive work upon diseases of the ear 

will not find the present one sufficiently 
compendious. If, on the other hand, he is 

a general practitioner who desires a brief 

exposition of the subject, he will find in 

this volume a large amount of valuable 
material, with careful, accurate, and com- 
plete descriptions of most of the medical 
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and surgical procedures which are com- 
monly practiced by competent otologists, 
and he will also find not only operative pro- 
cedures described, but various medical meas- 
ures recommended which, in many in- 
stances, can be carried out by the general 
practitioner who may not have special train- 
ing in this branch of medical practice. 


THE INTERNATIONAL. MepicaL ANNUAL. A Year- 
Book of Treatment and Practitioner’s Index. 
E. B. Treat & Co., New York, 1910. 

This is the twenty-eighth volume of this 
valuable summary of medical literature. As 
usual it contains a number of articles writ- 
ten by men who are well known in their 
respective specialties. It does not attempt 
to be a complete index or summary of all 
the literature of the year or even of all the 
good literature of the year, but deals rather 
with points in which the various contribu- 
tors are particularly interested. This year 
the article upon Therapeutics is written by 
Frank J. Charteris, the Assistant Professor 
in the Glasgow University. 


INTERNATIONAL Cuiinics. A Quarterly of Illus- 
trated Clinical Lectures and Especially Pre- 
pared Original Articles. Edited by Henry W. 
Cattell, A.M., M.D. With Collaborators. Vol- 
ume I, Twentieth Series, 1910. The J. B. Lip- 
pincott Co., Philadelphia and London. 

The present volume contains articles upon 
diagnosis and treatment in medicine, sur- 
gery, gynecology, pediatrics, neurology, and 
anatomy. It closes with a report of the 
progress of medicine during the year 1909. 
That upon Treatment is contributed by A. 
A. Stevens of Philadelphia ; that upon Med- 
icine by Dr. John H. Musser and Lucius 
Tuttle; and that on Surgery by Joseph C. 
Bloodgood. 


A Hanppook or THERAPY. The American Medi- 
cal Association, Chicago, 1910. Price $1.50. 
This small book is practically a reprint 

of a number of the therapeutic articles 
which have appeared in editorial form in 
the Journal of the American Medical Asso- 
ciation for some time past. The advice 
given is based not only upon the views of 
the writer himself, but also upon copious 
abstracts from current medical literature. 
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BY J. CHARLTON BRISCOE, M.D. 





The political crisis is yet with us—in- 
deed, crisis has followed crisis with such 
alarming rapidity that the general public 
has rather lost interest in the course of 
events, and only desires to be relieved from 
the near prospect of another general elec- 
tion. Happily at the present moment the 
prospects for a peaceful summer appear 
to be brighter than they were a month or 
two ago at the beginning of the session, as 
the negotiations between the Irish and Lib- 
eral parties seem to have reached a satis- 
factory conclusion. 

In last month’s letter reference was made 
to the Royal Commission on the Law of 
Divorce. The Commissioners have closed 
their sittings for the hearing of evidence, 
and are doubtless now considering the Re- 
port, which will probably be issued in the 
course of a year or two. Some interest- 
ing evidence was given by Lord Salvesen, 
who is the senior divorce judge in Scot- 
land, as the legal procedure in divorce there 
differs materially from that of England. 
All the remedies open to men in the Scot- 
tish court have always been open to women 
in actions based on adultery as well as on 
desertion, and in the opinion of the witness 
this system has worked well. It has been 
found that women seldom bring actions of 
divorce for adultery, except in aggravated 
cases. As the Scottish law stands, how- 
ever, the fact that wives can bring divorce 
actions on the ground of adultery exercises 
a powerful deterrent effect on the immoral- 
ity of husbands, for a divorce entitles an 
innocent wife to a share of her husband’s 
estate exactly on the same footing as if he 
were dead. With regard to the publication 
of cases the Scottish Court of Session has 
the discretionary power to exclude the pub- 
lic from cases in which the details, if pub- 
lished, are likely to have an injurious effect 
on public morals. It will be noticed that 
some of the more important changes advo- 
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cated for the English divorce law are al- 
ready in practice under the Scottish pro- 
cedure, and there is no indication that pub- 
lic opinion in Scotland favors a change to 
the English custom. 

The Royal Society of Medicine is now 
issuing an appeal for £30,000, in order that 
it may replace its present building by a 
larger one on a new site. This new site 
has already been acquired in Wimpole 
Street, and if the scheme goes through the 
Society’s new home should make a con- 
venient rendezvous for the many doctors 
resident in this neighborhood. The Society 
is anxious to increase its income in order 
that its “Proceedings” and its library may 
be maintained on the same scale as in the 
last few years. 

The first report of the newly constituted 
Medical Department of the Board of Edu- 
cation has just been issued, and forms an 
official confirmation of the growth of pub- 
lic opinion concerning the important part 
that healthy environment plays in the edu- 
cation of children. It has come to be rec- 
ognized, largely by reason of the attention 
devoted to the subject in the United States, 
that child nature is less susceptible of being 
molded than was once supposed; that he 
or she, even in the period of earliest youth, 
may be possessed of declared and perma- 
nent characteristics, capable perhaps of 
being guided, but not capable of being 
obliterated. The report gives an in- 
structive account of the steps by which, in 
various countries, the conclusion has been 
reached that really effective education is 
to a large extent conditioned by health, and 
this again by heredity and by environment. 
This definite recognition of care for the 
healthiness of schools and of schoolchildren 
as one of the most important branches of 
state medicine will, we believe, do much to 
mitigate evils which have formerly been re- 
garded as unavoidable. The report shows 
that systematic medical inspection and su- 
pervision of elementary schools has been 
commenced in every part of England and 
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Wales, and has been organized in a manner 
which will furnish us, in the course of a 
very few years, with complete and detailed 
information upon physical and sanitary 
questions concerning which, at present, 
much uncertainty exists. The state is face 
to face with the dilemma that by render- 
ing education compulsory it has incurred a 
moral obligation to see that this compulsory 
education is not injurious to those who re- 
ceive it, and this in its turn involves the 
practical supersession of the numerous 
parents who are neglectful of their off- 
spring. These investigations will almost 
certainly reveal a formidable amount of 
inefficiency resulting from diseases which 
are largely due to neglect, and which are 
often indicative of the prevalence of very 
low moral standards among parents. 

Her Majesty the Queen gave another 
proof of her interest in the territorial nurses 
when she received about 300 members of the 
City and County of London Territorial 
Nursing Service at Buckingham Palace and 
presented them with their badges of office. 
The badges were designed by the Queen 
herself. They are made of silver, and they 
bear her majesty’s monogram. They are 
worn attached to a dark-red ribbon with 
a narrow white stripe in the middle. The 
nurses passed in file before her majesty 
and received their badges. 

The Midwives Act, which was passed in 
1902, has at last come fully into force; and 
henceforward no woman may, “habitually 
and for gain,” attend women in childbirth 
unless she is certified under the act. The 
object of the act is to insure that the prac- 
tice of midwifery shall be carried on only 
by properly qualified women, and the date 
of the operation of the act was delayed in 
order to allow time for the training of 
those who were required to take out cer- 


tificates. The act established a Central 
Midwives Board for the purpose of fram- 
ing rules to regulate the course of training, 
the examinations, and the conditions of ad- 
mission to the roll of midwives. Now no 
woman who is not on the roll will be able 
to practice as a midwife except under med- 
ical supervision or in cases of emergency. 
At the time the act was passed the opinion 
was expressed that at the date appointed 
for the act to come fully into force there 
would be a considerable shortage in the 
number of midwives required for the whole 
country. It now appears, however, that a 
shortage is only anticipated in a few dis- 
tricts, and that the question is one chiefly 
of distribution ; the solution of the difficulty 
will be found in intelligent and effective 
organization. 

I regret to have to record the death of 
Dr. Walter Butler Cheadle, who died on 
Good Friday, at the age of seventy-four. 
At the time of his death he was consulting 
physician to St. Mary’s Hospital and also 
to the Hospital for Sick Children in Great 
Ormond Street. In 1861, before he set up 
in practice, he accompanied Viscount, Mil- 
ton upon his famous journey which was 
undertaken with the view of exploring a 
route across the American continent to 
British Columbia through British territory. 
The details of the journey were graphically 
described in a book by Lord Milton and 
Dr. Cheadle under the title of the “North- 
west Passage by Land.” It is interesting 
to note that in the ninth edition of this 
book, published in 1901, Dr. Cheadle points 
out that most of the changes foreshadowed 
by the authors in 1865 had come to pass. 
Dr. Cheadle was for many years recognized 
as one of the leaders of the medical pro- 
fession, and also as an authority on the 
diseases of children. 
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